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RESTORATION OF THE ROUND LIGAMENTS IN 
RETROVERSION OF THE UTERUS: 





By A. J. Nyunasy, M.R.C.S. (Ena.), L.R.C.P. (Lonp.), 
Honorary Gynecologist, Perth Hospital. 





RECENT papers and discussions in THm Mepicau 
JOURNAL Or AUSTRALIA have suggested that a good 
deal of uncertainty still exists as to the best form 
of surgical treatment of prolapse and retroversion 
of the uterus. My own views in regard to the sup- 
ports of the uterus and incidentally as to what ap- 
peared to me to be the most rational surgery of 
displacements are embodied in an address given at 
the Congress in Brisbane and published in Surgery, 
Gynecology and Obstetrics, July, 1921. In this ad- 
dress was a very short résumé of an operation (re- 
storation of the round ligaments) I devised for 
retroversion; but it seemed to me, in view of the 
papers and discussions, that it might prove of interest 
to present a more detailed account of the operation. 
The operation was first described in The Lancet, 
July 31, 1915, but quite briefly. At that time my ex- 
perience of it was necessarily less extensive than 
at present. 


As to the genesis of restoration of the round liga- 
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ments, I have worked it out entirely on the living 
subject and now employ it as practically the routine 
surgical treatment of retroversion. The operation 
consists in splitting the anterior leaf of the broad 
ligament parallel to the round ligament between it 


_ and the bladder, undermining the opening and clos- 


ing it with a purse-string suture, the outer limit of 


| the purse-string being near the internal abdominal 


ring and the inner limit in the neighbourhood of the 
uterine cornu. The result is that the uterus is 


| brought into anteversion, the round ligaments are 
' contracted down to their normal length and undue 


laxity of the anterior leaf of the broad ligament is 
reduced. I have performed the operation on over 


' two hundred women and those who have subse- 


quently gone through pregnancy and parturition 
have done so without difficulty and without recur- 
rence of retroversion. In some of the cases it has 
been necessary a few years later to re-open the 


| abdomen for some independent pathological condi- 


tion. The uterus has been found anteverted and 
with normal motility, while the primary operation 
has introduced no condition that could complicate 


_ the second operation. I wish to point out that the 


majority of the operations usually done for retro- 
version are based on the view that the excess in 
length of the over-stretched round ligaments should 
be eliminated by excision or by looping. This view 
is obviously opposed to the surgical principle that 
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the ideal treatment of acquired abnormalities is that 
which restores them to the normal. My own operation 
is in principle a restoration and in no sense a mutila- 
tion. It is in conformity with my conclusion that the 
round ligaments are only one of the factors con- 
cerned in maintaining anteversion of the uterus, the 
other factor being the anterior leaf of the broad liga- 
ment. The operation of restoration of the round 
ligaments deals with both of these factors, giving the 
round ligaments physiological rest and restoring the 
tension of the anterior leaf of the broad ligament. 
The technique of the operation, as already men- 
tioned, has been published elsewhere. I claim that 
it is a close approximation to the highest standard 


of efficiency. 
—— ge ——__ 


THE STREPTOCOCCUS: THE BIGGEST MENACE TO 
MANKIND.* 


By Sypney Pern, M.R.C.S. (Enea.), L.R.C.P. (Lonp.), 


Physicion to Out-Patients, Saint Vincent’s Hospital, 
Melbourne. 


Sypuiuis and tuberculosis are regarded at the 
present time as being the greatest scourges to man- 
kind. They are uninfluenced by temperature or 
climate, being as rife in the land of the Esquimaux 
as in the South Sea Pacific Islands. There are 
tropical diseases, such as sleeping sickness and 
malaria, which account for many deaths in certain 
areas, but as menacing the human race they are not 
to be compared with the first two mentioned. There 


is another disease which far exceeds either syphilis 
or tuberculosis in its disabling influence and de- 
struction of human life, but which up to the present 
time has not been recognized as such. It is world- 
wide in its distribution and a great majority of 


the human race is already infected by it. If we 
take the medical out-patient department of a large 
hospital in a temperate climate and review the cases 
coming for treatment, we get a fair estimate of the 
disability and sickness produced by different dis- 
eases. In going through the records of the last two 
hundred patients I have attended in the Out-Patient 
Department of St. Vincent’s Hospital, I found that 
70% were suffering from focal infections and as a 
streptococcus is found in 97% of these foci, we may 
safely assume that each of these persons was in- 
fected by the streptococcus. Of the same patients, 
4.5% were infected with syphilis and 3% with 
tuberculosis. It is quite possible that amongst 
these 70% there were present others with both 
syphilis and tuberculosis who showed no manifest 
signs of either. Of the 70% of focal infections, 40% 
were tonsillar, 21% pyorrheal and 9% sinus infec- 
tions. Out of the total of two hundred patients, 
one hundred and forty were infected with the strep- 
tococcus, nine with the spirochete and six with the 
tubercle bacillus, leaving forty-five to be accounted 
for by other causes. 

I do not wish to infer that we must ignore the 
presence of staphylococci, diphtheroids and other 
bacteria or the fact that combinations of infections 


1 Read at a meeting of the Section of Preventive Medicine of 
the Victorian Branch of the British Medical Association on 
May 5, 1922. 








are often worse than pure infections, but of all these 
the streptococcus, with its powers of transmuta- 
bility, is by far the most active and dangerous. 

I may state that a few years ago, before the plan 
of hunting out focal infections had become so greatly 
adopted, I found 65% out of a thousand consecu. 
tive cases at the Melbourne Hospital Out-Patient 
Department. These 70% are suffering from a dis. 
ease not yet named, but according as the organ or 
the tissue is involved is called the name of that 
organ or tissue with “itis” tacked on to it. 

If we review diseases in a broad aspect, we find 
that those which are a world menace, are bacterial 
in origin. I will select the three chief offenders— 
tubercle bacillus, Spirocheta pallida and the strep. 
tococcus-—and consider their habits within the body. 
We have also to consider the methods of the body 
for ridding itself of these invaders and the means 
of minimizing the nuisance if the body is unable to 
rid itself of them. At the age of sixteen 75% of 
white people have been infected with tuberculosis 
and have become sensitized to further invasion. 
These have either killed the bacillus and gained cer. 
tain immunity against fresh infection or the bacilli 
are snugly entrenched within barriers where the 
phylactic or defensive properties of the blood and 
tissues cannot assail them. It is now a struggle 
between the tubercle bacillus and human being. As 
the tubercle bacillus on its first invasion produces 
little effect, a reaction on the part of the body is 
slow in being produced. This allows it often to gain 
a firm footing before antitoxins and antibodies are 
produced and the tissues become sensitized by its 
presence. It is probably at this stage that the 
crucial point will arise as to whether all the tubercle 
bacilli will be killed or whether they will lie dor- 
mant in some entrenched position whence they may 
slowly invade the lungs or other tissues for which 
they may have a selective affinity. The chief fac- 
tors concerned here are: What sort of immunity 
have we inherited? How large was the dose of 
the inoculation? What was the state of the phylac- 
tic properties of this body at the time of the inva- 
sion? Naturally a poor hereditary immunity would 
be in favour of the bacillus, as would be repeated 
large doses of infection with a strong immunity. 
In the focus it multiplies and from time to time 
invades the tissues of the body by blood or lymphatic 
stream. Once away from its protecting barriers it 
is upon a perilous journey. Its chances of living 
and establishing itself are few, as it has to contend 
with poisonous products in the blood and leucocytes 
ready to engulf it. Some gain a footing and survive 
by throwing out a barrier of protection to them- 
selves, but as each little colony is established, the 
tissues are being flooded by more toxins which gradu- 
ally wear out the phylactic powers of blood and tis- 
sues till the day comes when the tubercle bacillus 
can roam: the body with impunity, as there are no 
mechanisms to destroy it. Such is the stage of 
miliary tubercle from which there is no going back. 
The phylactic powers are exhausted. The giant 
succumbs to the mite. I must here apologize for 
going over ground known to all, but it is helpful for 
the result of comparison. 

With syphilis we see a different tale. Very soon 
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after the initial infection there is a generalized | trance from time to time. For instance, strepto- 
plood infection which does not kill its host, as a | 


generalized blood infection of tubercle bacilli would 
do, but a mutual understanding is arrived at be- 
cause the body is to our knowledge unable to pro- 
duce any phylactic agents strong enough to kill 
out the spirochete. We are dependent upon mineral 
poisons to accomplish that end. The spirochete, 
like a tubercle bacillus, is also able to entrench 
itself and so rid itself from the annoyance of having 
leucocytes trying to devour it and poisons thrown 
out in attempt to destroy it. It is owing to the 
density of these entrenchments that it is impossible 
to eradicate it completely in old-standing infections. 


cocci breeding within a tonsillar crypt or between 
the gums and teeth are not truly within the body, 
yet are capable of gaining an entrance. In such 
positions they must also be unassailable by the 
phylactic properties of blood and tissues. It is quite 
possible that streptococci can live and multiply 
within the tonsillar crypts, but not penetrate the 
body, but who is to say when and how this occurs? 
Since it may be possible, is it worth chancing it? 
At what age this initial infection takes place is hard 


_ to say, but it is probably early in life, within the 
| first three years or so. 


Syphilis has some very interesting peculiarities, such | 


as having affinity for certain tissues in some people 


dealt with when we come to compare the strepto- 
coccus with spirochete. 

Let me now try to sum up certain facts con- 
cerning the streptococcus and its behaviour within 
the body. Firstly, it is such a frequent inhabitant 
within the body that many medical men and bacteri- 
ologists have not been in the habit of looking 
upon it seriously, particularly in some of its phases. 
Are they right or wrong in this matter? Because 
you can find a streptococcus in nearly everybody’s 
mouth, does that mean that it is harmless? A bac- 
terium in the mouth is outside the body and there- 
fore harmless. It may come from a carious tooth; 
but is the same streptococcus harmful within the 
body? That is entirely dependent upon its ability 


or inability to live within the body. If it is able 
to live and multiply within the body, the host must | 
suffer or die. In the one case he has to put up with | 


the toxins of the bacteria; in the other case he will 
develope septicemia. In tuberculosis and syphilis 
we do not recognize any marked degree of difference 
in virulence, although we know some to exist. In 


dealing with the streptococcus, we find a very com- | 


plex state of affairs. Until recently streptococci 
showing different characteristics were considered 
as distinct species, but since the advent of work 
by Rosenow, Schottmiiller, Billings and others it 
has been found that a great many are one and the 
same organism possessing the power of transmuta- 


bility. Not only that, but in each of its different | 
forms it is likely to vary in degrees of virulence. | 
The same has lately been shown of diphtheroids. © 
| for which they have a specific elective affinity, as 
| has been shown by Rosenow and others. 

nary range of conditions and symptoms. A, prick | 


This combined with the varying degrees of resist- 
ance in different people brings about an extraordi- 


with a needle may produce septicemia with death 
within a day or two, whereas a person may grow and 
breed streptococci within his tonsils for fifty years 
with apparently little harm resulting. 

This brings me to the methods of its entry to the 
body. In the first case there is a sudden entry of 
a virulent organism against which the body has not 
prepared any phylactic agents. Before it has time 
to. marshall its forces, the streptococcus has multi- 
plied to such an extent as to overwhelm the body. 


In the second case we find the streptococci living | 


and multiplying in such positions that their toxins 
are capable of being absorbed into the body and 
the actual organism is capable of gaining an en- 


As far as we are aware, infection is early con- 
veyed from father or mother to the children, the 


f 8 _ cocci finding lodgement in the tonsillar crypts and 
and other tissues in others; this will be more fully 


there multiplying. The contagiousness of tonsillar 
infection is very obvious, for if the mother has in- 
fected tonsils, all the children of the family will be 
infected. If one child has them, you may be sure 
that all the others have also. Once the cocci are 
multiplying within the.crypts, there is every likeli- 
hood of dental caries developing, as it is also strep- 
tococcal in origin. It is unknown when the cocci 
begin to enter the blood or lymphatic stream, but as 
soon as multiplication takes place within the crypts, 
antibodies and antitoxins will be produced and the 


| phylactic properties of the blood and tissues will be 
raised against them, so that when the streptococci 
| do gain an entrance, they are not likely to over- 


| organized forces. 


whelm the host, but are met with alert and well- 
Some have maintained that this 


| is the function of the tonsils and that normally 


they atrophy at about the age of twelve. Person- 
ally I am not in agreement with this, as observation 


| has led me to the view that once a tonsil is a breed- 
' ing ground for bacteria, it refuses to atrophy as 


| old age. 


long as they are present. This may go on even to 
Once multiplication has become an estab- 
lished thing in the foci, a time comes when for vari- 


| ous reasons the phylactic properties of the blood are 
| unable to kill off the streptococci which gain en- 


trance and it is then presumably on the mobiliza- 


| tion of the phylactic properties of the tissue and 


other cells at the point of lodgement of streptococci 


| that they are prevented from multiplying and so 


destroyed. Once this stage is reached there is 
nothing to prevent an uninterrupted stream of them 
entering the blood and drifting down to the tissues 


The points now to be considered are: Can we 
diagnose this condition of affairs or not? We cer- 
tainly can if pain is produced or if there is swelling, 


| but what about organs without sensory nerves hid- 
| den within the body. Let us picture to ourselves 





low-grade bacterial emboli lodging in the myocar- 
dium! Leucocytes and tissue cells will be mobilized 
around it, putting that small area temporarily out 
of action. On the destruction of the cocci the leuco- 
cytes and tissue cells return whence they came, 
leaving perhaps a minute fibrous scar at the site 
of the conflict. This process may go on for years 
and unquestionably does go on for a long time be- 
fore anything is known of it, unless streptococci 
come in such countless numbers and lodge so thickly 
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together that the functions of a certain tissue or 
organ is interfered with. If we take an adult, 
forty years old, with mitral regurgitation and on 
examination find septic tonsils, it is obvious that 
those tonsils have been septic from childhood, for, 
if they were not so, they would have atrophied when 
he was fifteen years of age. It therefore follows 
he has had the infection for about twenty-five years, 
as once the tonsils are atrophied it is doubtful if 
they can become reinfected because of the oblitera- 
tion of crypts. During this time streptococci have 
been entering his blood stream, lodging here and 
there, a large majority being attracted to his valves 
and myocardium, but still there will be many that 
lodge in other parts and wherever they lodge some 
damage is done, however small. Put such a patient 
on your couch and examine him! What means have 
we of assessing the damage done to his body? An 
examination of his heart reveals mitral incom- 
petence. Tests for cardiac efficiency reveal a myo- 


cardium of poor quality. You can test his urine | 


for albumin, bacilli and sugar and measure its 


specific gravity, but as Nature has provided us with © 
_ the type of invading organism. A myocardium in. 


about three times as much reserve forces as are 
necessary, it is only when an appalling amount of 
damage has been done that we are able to find it out. 
A man may have a third of his most important 
organs put out of action and may pass a searching 
examination and go away with the assurance that he 
is sound in wind and limb. Is this not a deplorable 
state of affairs? 


Apply the same views to syphilis, about which we 
profess to know something. We have no means of 
diagnosing specific involvement of an organ until 
such damage is done as to impair its function or 
there is visible inflammation or swelling. We now 
have enough knowledge to institute treatment at 
once in syphilis and need not wait for lesions to 


appear. Surely it behoves us then with the know- 
ledge we already have of the streptococcus to act 
in the same way as we do towards the spirochete 
in regard to our attempts at its destruction. 
fact that a great majority of mankind is already. 
infected with the streptococcus does not minimize 
the evil. A search into any medical clinic will re- 
veal that for every person with a spirochetal infec- 
tion there will be a dozen incapacitated by the 
streptococcus. Associated with the streptococcus 
there are often other organisms which, acting in sym- 
biosis, produce different symptoms. At present we 
cannot say to what extent these symptoms may be 
due to this factor. Because the process of destruc- 
tion is slow and painless, we are apt to be misled as 
to its importance. In a case of chronic interstitial 
nephritis with high blood pressure, can we ascertain 
when the invasion of the kidney started? Can we 
determine when the spirochete started to invade 
the aorta in aneurysm? Probably many years before 
the patient came for treatment! But we do not 
wait for it to develope before we start treatment. 
Clinical evidence would suggest that a syphilitic 
may have many years of freedom from symptoms, 
but that does not say he is free from pathological 
changes taking place in his body. We must apply 
exactly the same reasoning to the streptococcus. As 
so few of our organs have a power of regeneration, 


| be microscopical. 
The: 


organism. 
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we can ill afford to have them destroyed piecemeal 
however small the pieces. I have mentioned that 
there can be no tissue free from invasion as long ag 
blood and lymph channels enter them. This is go 
with the spirochete and the tubercle bacillus, but 
we know from clinical experience that some tissues 
having greater phylactic powers are not so readily 
damaged as others. The spirochete takes strange 
fancies in different people; sometimes it has an 
affinity for bone, sometimes for nerves, brain, lungs, 
skin or any of the internal organs. In other words, 


_ it is said.to have a selective affinity for certain tis. 


sues and does not invade the whole body equally, 
An organism which in past generations has been 
accustomed to grow in certain tissues, on gaining 


_ entrance to a new host will settle down in those 
| Same tissues. 
| well as to the streptococcus. 


This may apply to the spirochete as 
But with the spiro. 
cheete the disease is called syphilis, no matter what 
is invaded, whereas with the streptococcus a dif- 
ferent name has been used for each organ involved. 
Symptoms of disease are produced by damage to 
the tissues or organs involved, often regardless of 


vaded with the spirochzte will be clinically indis- 
tinguishable from one invaded by streptococci. This 


_ view of the streptococcus being able to invade any 
| organ or tissue as the spirochete can, must sooner 


or later be accepted. In the future, when we find 


| an organ or tissue damaged, we must look for some 


such organism instead of trying to imagine all kinds 
of metabolic causes why this or that organ is not 


_ functioning properly or trying to find some new 


organisms when the streptococcus is capable of 


| doing all the damage. You might argue that if this 


were so, the microscope would show it and we 
should be able to detect the bacteria in the tissues. 
The end result of bacteria is scar tissue. If this 
is extensive enough, it will be visible; if it is only 
a shred, it might easily pass unnoticed or it might 
It took many years of careful 
work to find the spirochete in situ. When it lodges 
in the selected tissues, it is attacked and soon killed. 
Once the phylactic powers of the body begin to act 
on the organism, its staining properties are reduced 
and, as its life is short in these machean areas, there 
is little chance of culturing it. The peculiarity of 


 streptococciec invasion in chronic diseases is that, 
_ having a walled city to multiply in, they send out 


raiders; these raiders fight and are destroyed. It 
is this process of destruction which constitutes in- 
flammatory changes. If they were not destroyed, 
they would multiply in the invaded tissues, irrespec- 
tive of fresh supplies coming, but as eradication of 


_ the breeding ground causes relief in the invaded 


tissues, one is bound to form the conclusion that they 
do not as a general rule multiply within these areas. 
Serous membranes are apt to become temporarily the 
site of focal infections, as in empyema, peritonitis 
and septic endocarditis. If the phylactic powers of 
the body fall too low, such conditions as malignant 


_ endocarditis and septicemia develope, showing that 


the bacteria can lodge and breed anywhere within 
the body. Then the patient must die, unless we are 
able to supply sufficient antibodies to destroy the 
It is quite possible in acute conditions 
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like rheumatic fever that there is a temporary multi- | 

lication within the joints. As illustrating this I | 
will quote a few clinical conditions which may help | 
to bear out these views. 

A girl of eighteen came to me with kidney oedema. 
Her urine was very nearly solid on boiling. She 
had tonsils exuding pus; they were removed and 
within a fortnight all swelling had gone and only a 
trace of albumin was found in the urine. 

A female of thirty-five sought aid for great car- 
diac distress which had come on within a few weeks. 


She had a rapid pulse and a profusion of extra- | 


systoles. She had very active pyorrhea. With a 
rapid improvement in the mouth conditions her 
heart within a few weeks returned almost to the 
normal, only an occasional extra-systole being 
heard. 

A female, aged sixty-five years, suffering from 
chronic bronchitis and asthma, consulted me. She 
also had had diabetes; there was no sugar at the 
time. She had had facial paralysis. She had 
large patches of psoriasis over her body and limbs. 
A careful search revealed a post-nasal discharge of 
discoloured mucus, which had been present for some 
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' able that that is where we shall have to look for 


the hidden focus. 

As to how far our ability goes to eradicate it, I 
am not prepared to say, but it does not look en- 
couraging, for when it is not possible to remove the 
focal infection, one can only alleviate by vaccines. 

I have just received a report of some work done 
in the Mayo Clinic, in which the writer states that 
pulp infection is often metastatic and not neces- 
sarily in dead teeth. He also lays emphasis on the 
fact that after the removal of a tooth a focus may 
still remain in the bone, even after curetting the 
tooth socket. In a series of cases of pyelo-nephritis 
and cystitis in which Bacillus coli only were found, 
they isolated a green streptococcus from the pulp of 
teeth, which when injected into rabbits invariably 
produced kidney and bladder lesions. 


Invasion causes mobilization of tissue cells and 
leucocytes. It is this crowding which temporarily 
puts areas of tissues out of action and not so much 
the direct damage by the streptococcus. As soon 


| as the streptococci are killed off and no fresh ones 


years, with blocking of the right side of her nose. — 


These were the things I was able to find out. How 
much further damage to her tissues was there which 
I could not find out? Is it not more probable that 


the same organism produced all these lesions than | 


that each was due to separate cause? 
An adult male with a large quantity of sugar in 


radical operation on his antrum. Within a few 


weeks there was no sugar in his urine and he was © 


allowed a fairly liberal diet without the sugar 
reappearing. 

An adult with a very acute arthritis of his wrist, 
with red, angry swelling of the whole hand, had 
active pyorrhea. 
under treatment. He was delayed for some reasons 
in getting teeth out, but within a few days of the 
extraction of the teeth rapid improvement and reso- 
lution of arthritis occurred. 


Everybody who is working on these lines, must | 


see such patients and they are an indication that 


and propagate within these defensive barriers. 

Still there are odd cases which in spite of removal 
of visible focal infections do not respond satisfac- 
torily to treatment. Are we then, because of this, 
to condemn the whole principle and say it is all 
wrong? 

The principle and truth are so obvious in the 
majority that there must be a focus which has not 
been discovered or, if discovered, has not been com- 
pletely removed, or, again, it may not be possible to 
remove it. 


It is not a surprising thing to find that a person © 
with infected tonsils has streptococci or other organ- | 


isms in his feces, even after complete removal of the 
tonsils. If so, where is the breeding ground? It is 


more likely to be within some recess of the intestinal | 
wall than in the feces itself. As the bowel is well | 


supplied with lymphoid tissue, it is more than prob- 


arrive, demobilization takes place with a resump- 
tion of function of the parts invaded. Under these 
conditions it is obvious that it will be a difficult 
matter to isolate and cultivate organisms from these 
areas. Without going through a list of diseases 
which probably owe their cause to this source, but 


| always bearing in mind that we know of no tissues 


to be immune, I will mention a few. Syphilis is 


| often associated with gross anemia. Here the ques- 





| chetal invasion? 
He obtained very slight relief | anemia with septic foci, which shows all the signs 


his urine, with septic tonsils and antrum, under- | tion arises, is it due to action of a toxin within the 


went operation for the removal of his tonsils and a 


blood or direct invasion of certain blood cell pro- 
ducing tissues? Against the toxin action we have 
these points. It is only in certain cases of syphilis 
that this anemia exists and, when it does, it is 


| usually very pronounced. Have we any reason to 


assume that the bone marrow is immune from spiro- 
We frequently get very gross 


usually associated with pernicious anemia. In this 
case as in syphilis it is more likely that the red 
blood cell producing tissues have been invaded by 
some organism than that it is due to a hemolytic 
action on the red cells themselves. The result of 
transfusion in these cases bears this out, as the red 


in these infections the streptococci can only live | pellet siet: Aayiram diag sa 
| get occasionally an acute infection of bone marrow 


ence would naturally be expected to end. We do 


in acute osteo-myelitis. We then must also recog- 
nize the possibility, nay, rather, we must say that 
the occasional invasion both of white and red bone 
marrow by a low-grade streptococcus must be almost 
a certainty. The fact that combined sclerosis is 
often associated with pernicious anemia is rather 
in favour of an organism having an elective affinity 
for red cell producing tissues, as well as certain 
| tracts of the cord, as we see the same thing happen- 
| ing in joints and heart, rheumatism and chorea, 
rheumatism and psoriasis, etc.. Invasion of the 
bone marrow with destruction of the red cell pro- 
| ducing tissues, plus invasion of the liver and spleen, 
| with irritation and over-growth, give the picture 
of myelogenous leuchemia. Invasion and irritation 
of the lymphocyte producing tissues give a corre- 
| sponding picture of lymphatic leuchemia. Consider- 


| 
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ing the question of lymphatic glands, at times both 
syphilis and tuberculosis have an affinity for them, 
particularly in the second stages of syphilis. It is 
not stretching the imagination too far to assume 
that the streptococcus has the same affinity; if so, 
what would be the result? Irritation, hyperplasia 
and deposit of fibrous tissue. We know that some 
tissues have the power of renewal, such as the thy- 
reoid, liver, etc., and not only renewal but renewal 
in excess. If such tissues become invaded, there 
will be over-growth and when is that over-growth 
going to stop, particularly if it starts in such tis- 
sues as lymphatic glands? 

In the ordinary state of affairs, lymphatic glands 
undergo hyperplasia when there is some infection 
of the area which they drain. With the removal of 
the infective process, the gland resolves. Picture 
the condition of an organism able to live within 
lymphatic glands and multiply there, setting up 
hyperplasia and not being sufficiently toxic to de- 
stroy the host by liberated toxins! Is this not what 
we call lymphadenoma? 

In dealing with goitre I have long held the toxic 
view, but now I also hold that in many there is 
direct invasion. Rupert Farrant some years ago 
produced goitre by injection of bacterial toxins of 
various kinds. Many of the milder degrees of goitre 
are undoubtedly due to this factor, as they respond 
so quickly to removal of a focal infection; but there 
are others which require more active treatment and 
it is in these we probably have direct invasion, pro- 
ducing irritation, fibrosis and over-growth, an over- 
growth which often reaches enormous dimensions. 

I have never seen a single thyreoid gland enlarge 
after a complete removal of a septic focus, yet I 
frequently see goitres on which several operations 
have to be performed, because of recurrence when 
the focal infection has not been removed. I have 
on several occasions seen an exophthalmic goitre 
flare up again because a small piece of tonsil has 
been overlooked in the removal. So far, then, we 
have been led to think that the streptococcus does 
not propagate anywhere but in focal infections, ex- 
cept in conditions like malignant endocarditis and 
septicemia, which means that the phylactic powers 
of the body have been exhausted and death is the 
result. In these conditions the organism is usually 
very virulent. 

If we consider the arterial diseases, taking 
syphilis again as an object lesson, we find definite 
gummatous invasion resulting in aneurysm, end 
arteritis obliterans. Direct spirochete invasion is 
obvious in the first and I believe generally accepted 
in the second. To other types of atheroma we must 
at least concede the possibility of direct invasion 
of vessel walls, as well as the possibility of bacterial 
toxins acting on certain constituents of the walls. 
The great muscular hypertrophy in obliterating 
arteritis is very closely allied to the fibroid uterus. 
Are veins immune from direct invasion? The very 
fact that a section of a vein becomes varicose, whilst 
those parts above and below which are subject to 
the same strains, are sound, is enough to suggest 
that something was wrong with that section of the 
vein and that it was not due to over-stretching of 
the vein per sc. Thrombosis taking place within the 





varix is also in favour of infectivity of varicose 
veins. It matters not what diseased tissues of the 
body one thinks over carefully, the possibility of 
streptococcic invasion must come prominently be. 
fore one’s mind, even down to flat feet and painful 
heels. I have a case of lupus erythematosus now 
under treatment of seven years’ standing which has 
been treated unavailingly, yet on the removal of 
infected tonsils and a vaccine from them the dis. 
ease is clearing up steadily. Yet in such cases one 
must bear in mind the possibility of the area in. 
volved becoming itself a focal infection. Another 
case, one of psoriasis and arthritis, with the removal 
of tonsils and vaccine is showing rapid improve- 
ment with no local treatment to the psoriasis. 
Must we not then class the streptococcus in the 
same category as Spirocheta pallida and the 
tubercle bacillus, but at the same time realize that it 
produces ten times as much sickness, disability and 
death as either? When fully grasped, the magni- 
tude of this disease is staggering. What shall be 
its name? This world-wide scourge, which has in- 
volved almost the whole of mankind in some way 
or another and fills our hospitals with its victims. 
Having once realized the situation, the natural 
question arises: What can be done to obliterate it? 
Is it possible to do so? If it is, then one of the 
biggest blessings that have ever been conferred on 
mankind, will have been accomplished. It is by 
discovering the habits of organisms that diseases 
in the past have been dealt with and in many in- 
stances been almost obliterated. In dealing with 
the matter it is by reasoning out the habits of the 
streptococcus in the body that the solution of the 
question becomes apparent and a way out is seen. 
The streptococcus cannot live in the body except 
in walled cities, if the patient is going to live. It 
is on this point that the crux of the whole question 
turns. If you can eradicate these walled cities, all 
is well. If not, there is very little to be done. These 
walled cities are the focal infections we all know of 
and at least eight out of every ten are capable of 
being completely eradicated. In the face of this, is 
it reasonable to leave a walled city until damage is 
already manifest? With what would you fill your 
hospitals, except with tuberculosis and syphilis and 
a few other things, if all these focal infections 
were removed. As six-tenths at least are due either 
to tonsils or infections associated with teeth and 
are easily dealt with, this, the greatest. scourge of 
mankind, can be overcome with far more gratifying 
results than we can ever hope to attain in dealing 
with tuberculosis or syphilis. Forty-one of every 
hundred people seeking medical treatment at St. 
Vincent’s Hospital Out-Patient Department showed 
infected tonsils. If those people had had their sep- 
tic tonsils removed as children, they would never 
have had to come to hospital with damaged hearts, 
kidneys, etc., to seek relief and their children would 
not run the risk of developing the same complaints. 
Of this number, 21% or about one-fifth, seek 
treatment of diseases because they have had pyorrhea 
or root abscesses. If there are two things certain, 


they are that tonsils can be removed completely 
and pyorrhea cured in the majority of cases by 
By attending to 


removal of teeth or otherwise. 
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children’s throats early and by education in mouth 
hygiene a reduction of sickness by 62% can be | 
prought about in the community. Is there any 
pranch in preventive medicine which can do so much 
for the welfare of the people and can accomplish so 
much with such a comparatively small effort when 
compared with that expended upon the eradica- 
tion and prevention of tuberculosis and syphilis? 
The actual work in stamping out the scourge is in 
the hands of the rhinologist and dentist. It is essen- 
tial that the rhinologist must clearly realize that 
incomplete removal of tonsils is useless as a cura- 
tive process. A piece the size of a pea can be the 
breeding ground of enough streptococci to do un- 
told damage. Infected prostates, gall bladders, etc., | 
are more difficult to deal with. Infected appendices | 
will often return to normal on removal of an in- 
fected focus. 

In summing up, we have to consider streptococcus 
infection in the same light as we do that of syphilis | 
or tuberculosis. It is responsible for 70% of the | 
sickness in temperate zones. It is capable of involv- 
ing all tissues of the body which have blood or 
lymphatie channels entering them. With these views _ 
established we shall have to recast our ideas as to 
the origin of many diseases, such as pernicious 
anemia, disseminated sclerosis, diabetes, psoriasis, 
lupus erythematosus, certain forms of epilepsy, pos- 
sibly innocent and malignant over-growth and many 
others, looking upon them all as invasion of certain 
tissues by a low-grade organism capable of cure 
by removal of the breeding grounds of that organ- 
ism, provided that enough tissue is left for that 
organ or tissue to function properly. The strepto- 
coecus is capable of fulfilling the rdéle. 


THE NORMAL GASTRIC CYCLE. 





By FRANK L. Apperiy, M.A., M.D., (Oxon.), M.R.C.S. (ENG.), 
Senior Lecturer in Pathology, University of Melbourne; 
Honorary Assistant Physician to Out-Patients, 
Melbourne Hospital. 





In this paper I propose to discuss briefly certain 
factors entering into normal gastric digestion, more 


particularly those connected with the acid level at | 
acting and interdependent factors which are in 


different times during the gastric cycle. A know- 
ledge of the points is necessary for the understand- 
ing of certain aspects of dyspepsia and allied con- 
ditions which I hope to deal with later. 

Since the introduction of the fractional test meal 
method of gastric analysis, a method I have been 
using for some months at the Melbourne Hospital, 
many points requiring explanation have appeared 


for which the text-books give no adequate explana- — 


tion or they ignore them altogether. 
A typical curve as obtained from a normal person 


by the fractional method is shown in Figure I. A | 
small sample of test meal is drawn off every quarter | 
of an hour by means of the Rehfuss tube (a length | 
of fine rubber catheter tubing attached to a small | 


perforated metal bulb measuring 8 X 16 milli- 
metres). In each sample are determined (i.) the 


total acid and free hydrochloric acid, (i.) the rela- 
tive amounts of food and clear fluid above it after 


| mum for peptic action. 


the former has settled, (iii.) the presence of starch, 
bile, mucus and blood, (iv.) in certain cases a micro- 
scopical examination of residue is made. The re- 


| sults are plotted as shown in the figure. 


This shows, then, that the acidity rises steadily 
for one to one and a quarter hours and then slowly 
or suddenly drops away until it reaches the fasting 
level. The curve showing the heights of the food 


| residue in each tube and the iodine test for starch, 
_ Show that the stomach empties in one and a half 
| to two hours with the test meal used (thin gruel). 
| Soon after the drop in acidity, bile commonly ap- 


pears in the samples. Mucus is very slight. Blood 


_ and much mucus are, of course, pathological. 


Curves made in this way from cases of different 
kinds of dyspepsia vary widely in every way and 
my experience confirms what others have found, 
that there is hardly any such thing as a chart typi- 
cal of any particular disease. Each chart must be 
interpreted in its own way and hence a knowledge 


_ of the working of the various factors affecting the 


stomach, normal and pathological, is absolutely 
necessary. 
I propose here to deal only with some of the 


_ normal physiological factors which go to produce 


the curve in Figure I.. The pathological factors 
must be deferred for the present. 


These normal factors are the acid of the gastric 
juice, the mechanism of the pylorus, duodenal re- 


| gurgitation and the factors determining the acid 


strength. 
The Acid of the Gastric Julce. 

The normal strength of hydrochloric acid in pure 
human gastric juice lies between 0.35% and 0.55%, 
but, owing to the fact that in mixing with food 
part of it is converted into chlorides of metals, 


' part becomes united to proteins as acid-metapro- 


tein and the rest diluted, the strength of free hydro- 
chloric acid in the gastric contents is considerably 


| below these limits and at the height of its strength, 


which occurs usually about one to one and a quarter 


_ hours after food, the percentage of free hydrochloric 
' acid in the mixture is generally from 0.1% to 0.2%. 


Now this normal figure for free acid, which we 
may call 0.18%, is the result of a number of inter- 


health so beautifully balanced as to produce usually 
a close approximation to this figure, so that, within 


| limits, shortcomings of one factor are compensated 
| for by others. 


The level of gastric acidity, there- 
fore, tends to remain a constant, which is the opti- 
But at times this mechan- 
ism fails, with the result that a new level of acidity 
is reached—higher or lower. 

In most physiological processes the limits of nor- 
mality are wide—a point not sufficiently impressed 
on students—and it is difficult to say when the 
acidity level becomes pathological. The point 0.25% 
| is generally regarded as the lower limit of hyper- 

acidity. As it is very doubtful if any secretion of 
| gastric juice, physiological or pathological, ever 
| has an increased strength of hydrochloric acid, it 
| follows that hyperacidity must be the result of a 
| disproportionately large amount of unneutralized 
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gastric juice mixed with the food in the stomach. | is controlled by some sensory mechanism in the 
For the same reason hyperacidity can never exceed duodenum and an “irritable” state of this part 
the strength of 0.55% of free acid or indeed ever of the gut (intrinsic or reflex) tends to abnor. 
reach it while food re- mal relaxation. 

mains in the stomach. Lately two American 
Occasionally secretion | observers, McClure and 
goes on after this food 0,36 : Reynolds, have con- 
has left the stomach. or, Residue firmed this difference 
_Normally the secre- 100 in the human subject 
tion of gastric juice is > | Starch by working with a duo. 
determined by two 80° <p Bile denal tube and intro. 
factors: Blood ducing acid or alkali. 


1. Psychic influence. 60° Mucus The effects were then 
Responsible for the watched with the 














greater part of the gas- ‘ aid of X-rays. All 
trie juice. 40° oa foods commenced to 


2. Gastrin. <A _ hor- > | leave the stomach with- 
1 





in three to ten minutes 
. TA. and hydrochloric acid 
~ FA placed in the duodenum 


* 


mone formed in the gas- 20° 
tric mucous membrane 
as the result of the ac- 
tion of the first pro- ’ had no effect on the 
ducts of digestion, : Pein... t. inansiiia sphincter. 
which are absorbed in- Normal Curve, average of eight healthy Melbourne medical The best way to look 
to the mucosa of the students. One degree = 0.00365% hydrochloric acid. on pyloric function ap- 
pyloric vestibule. This pears to be to regard it 
gastrin is then absorbed into the blood and stimu- as preventing the entrance into the duodenum of 
lates the glands of the fundus to activity, producing unsuitable food, whether of consistence, acidity, 
the later and smaller part of the gastric juice. alkalinity or quantity. Any acidity or alkalinity 
above 0.1% to 0.15% is harm- 
The Mechanism of the Pylorus. ful and therefore such con- 
One of the first things to note tents are retained in the stom- 
is that Cannon’s law of acid ach until fit for passage into 
ma gr control of the py- = O05 % the ar eee pee age 
orus does not hold in man, ism of reducing acidity wl 
however true it may be for cats. be dealt with in the next 
Referring to Figure I., we peeve ie 
see that free acid does not ap- Phy on ee _ ageing 
pear till some time between a Le See see ‘a 
quarter and a half hour, yet chanism stimulated by the 
X-ray work shows, when the phage canon that first enters 
same meal to which a little bis- . Se 
muth has been added is used, The pressure or tension above 
that the stomach begins to and below the sphincter would 
empty in from three to ten min- also appear to be a large factor 
utes, id est, some time before or we may regard it as part of 
any free hydrochloric acid the preceding. The sphincter 
could possibly be present. The obeys the general “law of the in- 
mechanism is much more com- rts Thus a rise of tension 
lex and is certain] t above the sphincter (stomach 
aeaties caked, ‘Barclay tends to ps the Serra 
has shown radiographically exempli gratia, pleasant psychi- 
——— is by no — — Sr ae = to empty i 
in se cases in which acidity stomach much more readily 
is high that the pylorus opens than otherwise. On the other 
readily, but in those cases in hand, injection of food direct 
which the duodenum is “irri- into “ duodenum or disten- 
tated” or in some abnormal sion of the duodenum, by 
condition. Distension of the ! 2 Bown, raising local tension, ” will 
duod ther tends to cl Ficure IL. lose th 1 
the Siouen. pevsethen ” if ser Showing Fall in Acidity after Injecting 150 fifteen a agg aor it E Pe 
pia PY. , €Sp y Cubic Centimetres of 0.5% Hydrochloric Acid a Pigs sen 
is no food in the stomach, but in Dog’s Stomach. (Two. experiments.) stomach is full, it either does 
not so or only for a very short not close it or only for one 
time when there is much food in the stomach. Food | or two minutes.” Hence it is largely a matter of 
in the duodenum seems to stimulate the stream from | balance between the tensions above and below the 


the stomach. Apparently, Barclay says, the pylorus | pylorus. 
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Duodenal Regurgitation. 

If the only two factors governing gastric acidity 
were the secretion of juice and gastric emptying, 
then we would expect the gastric curve to mount 
up steadily till emptying occurred or till secretion 
ceased, when the curve would become a level plateau 
till the stomach emptied. We find, however, that 
the curve falls; sometimes even deep “dips” occur 
in the course of the curve (see Figure III.), id est, 
dilution or neutralization has occurred at these 
points. This can only come about by the regurgita- 
tion of alkaline duodenal contents, the chief of 
these being the pancreatic juice, which is ten times 
as alkaline as bile or succus entericus. The phe- 
nomenon is apparently due to the raising of duo- 
denal and jejunal tone by the entry of food into it, 
with a coincident lowering of gastric tone with 
gastric emptying. It is often indicated by the pres- 
ence of bile, as in Figure I., but not always. 

The importance of this regurgitation is not gen- 
erally recognized, yet it is the normal way by which 
the body regulates the acidity of the gastric juice 
to the optimum for that 
person. Figure II. is a «a 
chart from one of my ex- 
periments in which, by 
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the mucosa may account for the observation of Ben- 
nett and Dodds that in diabetes there is a great 
over-secretion of pancreatic juice, which can be abol- 
ished by the application of atropine to the duodenal 
mucosa, 

Injection of a toxic solution into dogs reduces 
pancreatic outflow to a very small proportion of its 
normal outflow and thus might be the cause of the © 
hyperchlorhydria noted in many dyspeptics with 
focal infections. 

I hope to go into th: significance of these two 
observations more fully at another time. 


The Factors Determining the Acid Strength at Any One 
Moment. 

From the foregoing it is obvious that we can repre- 
sent the acidity at any one moment by a mathe- 
matical formula. 

Let a@ = volume of test meal (400 cubic centi- 
metres in the test meals as used by me at the Mel- 
bourne Hospital). 

Let b = volume of gastric secretion, with hydro- 
chloric acid strength = z. 

Let c = volume of 
chyme, of average hydro- 
chlorie acid strength = 2, 
which has been lost 





means of the Rehfuss _gg 
tube, 150 cubic centi- 
metres of 0.5% hydro- 
chloric acid were injected él 
into a dog’s stomach. 
Within two hours that 
acidity has been reduced , | a 
bs Sod , 


through the pylorus dur- 
ing the same period. (This 
rises from 0 to 20 to 30 
degrees in the first hour 
in many cases.) 


Let d = volume of re- 


a gurgitated alkaline duo- 





to a level fit to enter the 
duodenum. This then ap- 
pears to be the natural 
way of overcoming hyper- 
secretion of gastric juice 
and I would submit that ; 


20 








denal juices, of alkalinity 
strength = w (which nor- 
mally enters the stomach 
only after about one to 
one and a quarter hours). 

Now the total acid 








ro 3, hewrs. 





hyperacidity is really a 
failure of this neutraliza- 
tion apparatus, id est, a 
failure of the pancreas to 
produce pancreatic juice 
or a failure of this juice to enter the stomach. 

The natural cure of hyperchlorhydria then may 
fail on account of: 


(1) Defective formation of pancreatic juice owing | 


to faults in the duodenal mucosa, with inability to 
form pro-secretin, to disease of pancreatic cells and 
ducts, to deficient blood supply or to deficient alkali 
in the blood. 

(2) Inability of the pancreatic juice to enter the 
stomach owing to pyloric closure, exempli gratia, 
in gastric ulcer, certain organic stenoses, over-rapid 
evacuation, exempli gratia, in duodenal ulcer and 
the reflex hyperchlorhydrias, obstruction between 
the ampulla of Vater and the pylorus. 

Two of my own observations are of interest in 
this connexion. In cases of diabetes mellitus a 


strong pyloric closure occurs, leading to a heaping 
up of hydrochloric acid and with normal secretion a 
late hyperchlorhydria. There appears to be an over- 
irritable closure reflex elicited by the first entry of 
food into the duodenum. This over-irritability of 


Figure III.. 
From Case of Diabetic Gangrene under Mr. Newton, to 
show alkaline regurgitation after a quarter of an hour. 
Total acid only plotted. 


in the stomach — ba — cz 
— dw and the total vol- 
ume of the gastric con- 
tents =a+b—e+4d. 
Therefore, the strength of acid (M) in the mixture is 


bas — cz — dw 





a+b—ce+d 


From this it can be seen that, other things remain- 

' ing constant, M becomes greater with increase of 

b or c, M becomes less with increase of a or d, or, 

in words, the acidity of the gastric contents, other 

things being equal, is raised by hypersecretion or 

hypermotility and lowered by regurgitation of duo- 
denal contents. 


It might at first sight be thought that over-rapid 
emptying of the stomach would lead to a fall in gas- 
tric acidity, but as I hope to show more fully at 
another time, it actually causes a rise in many 
cases, acting in a twofold way. Conversely, omis- 
sion of c (retention of gastric contents) really 
tends to lead to a lessened acidity in a given time, 
id est, it takes a longer time for acidity to rise to 
its normal level and any hyperacidity resulting 
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from gastric obstruction must be a late hyper- 
acidity. 

Lastly, it should be remarked that, though I 
have treated the stomach here as if it were a sepa- 
rate organ, it should always be borne in mind that 
it is really only part of an organ—the whole gastro- 
intestinal tract—-and that variations in the stomach 
are really part of the variations in the whole tract. 
This is particularly important in diagnosis and 
treatment. We cannot properly treat the stomach 
alone. In.the diagnosis of cases with gastric symp- 
toms we should examine every part of the tract 
from end to end and treat the case accordingly. As 
Alvarez remarks: “The symptoms often indicate 
the fire alarm and not the fire.” 


References. 


© Barclay: “The Alimentary Tract: 
Study,” page 52. 

® McClure, C. W., and Reynolds, L.: American Journal 
of Roentgenology. April, 1921 (Abstract in THe MepicaL 
JOURNAL OF AUSTRALIA, October 29, 1921, page 385). 

®) Alvarez: The Journal of the American Medical Asso- 
ciation, July 31, 1915, page 388. 

™ Alvarez: Ibidem, page 393. 

® Bennett and Dodds: The British 


January 7, 1922, page 9. 
ao 


A Radiographic 


Medical Journal, 


MYXCEDEMATOUS DYSPITUITARISM. 


By J. P. Hastincs, M.D., 
Temuka, New Zealand. 


AccorpinG to Starling” the pituitary body con- 
sists of two parts. The buccal ectoderm gives rise 
to the anterior part, while the neural epiblast be- 
comes developed into the posterior lobe. The an- 
terior lobe is separated from the posterior lobe by 
a cleft. The pituitary tissue immediately surround- 
ing this cleft differs somewhat from that consti- 
tuting the anterior lobe. The cells are arranged 
in islets separated by an intervening tissue continu- 
ous with the main mass of the posterior lobe. Many 
of the islets are hollow and enclose a colloid ma- 
terial. The amount of colloid material increases in 
animals which have undergone extirpation of the 
thyreoid gland. 

Pierre Marie was the first to observe that acro- 
megaly is associated with tumours of the pituitary 
gland. 

This disease consists in increased growth of cer- 
tain parts of the skeleton, especially the lower jaw 
and the extremities of the limbs. Headache is often 
present and there may be polyuria and affection of 
the eyesight. 

Most of the giants are examples of the pathologi- 
cal conditions of “gigantism,” probably due to over- 
action of the gland. 

In acromegaly the tumour is usually an adenoma. 
In this disease it is always the anterior lobe which 
is hypertrophied. Much further work is necessary 
before we can regard the functions of the pituitary 
body as definitely ascertained. 

As far as our present knowledge goes, it will ap- 
pear that (a) the anterior lobe furnishes some sub- 
stance to the circulation which promotes growth, 
especially of bone and connective tissue; (0) the 





intermediate part (surrounding the cleft) excites 
unstriated muscle, produces diuresis and also fur. 
nishes a colloid secretion which passes directly into 
the ventricles of the brains and may be assumed 
to have some influence on the growth or functions 
of the central nerve system. We have no clue to 
the functions of the posterior lobe, according to 
Starling. Yet, according to Bainbridge and Men- 
zies, the posterior lobe plays a part in the meta- 
holism of carbo-hydrates. Apparently Starling 
holds that this function of the posterior lobe is due 
to the masses of intermediate cells which it may 
contain, 
Diseases of the Pituitary Body. 


According to Osier,“> cases occur in which the 
neighbourhood manifestations are absent or slight, 
though the glandular symptoms are unmistakable. 
The gland is not so large as to cause regional symp- 
toms. There are skeletal changes on the side of 
overgrowth and undergrowth. Disturbance of carbo- 
hydrate metabolism is a matter of modified posterior 
lobe activity, whether occurring as a lowering of 
the assimilation limit, which is often associated 
with the early stages of acromegaly or a great in- 
crease in tolerance, such as characterizes all grades 
of hypopituitarism. In posterior lobe insufficiency 
there are a tendency to the deposition of fat, a sub- 
normal temperature, drowsiness, slow pulse, dry 
skin, loss of hair and an extraordinary high toler- 
ance for sugars. Most of the cases of acromegaly 
fall into this group and show at first evidence of 
hyperpituitarism and later of insufficiency. In the 
adult adiposity, high sugar tolerance, subnormal 
temperature, psychic manifestations and sexual in- 
fantilism of the reversive type indicate hypopituitar- 
ism and may exist without the regional symptoms 
of tumour (Cushing). 


It is interesting for a moment to compare the 
class of cases as outlined above with the symptoms 
exhibited in myxeedema or Gull’s disease. This con- 
dition is characterized by a marked increase in the 
general bulk of the body, a firm, inelastic swelling 
of the face, which does not pit on pressure, dryness 
and roughness which tend with the swelling to oblit- 
erate the lines of expression in the face, imperfect 
nutrition of the hair, local tumefaction of the skin 
and subcutaneous tissues, especially in the supra- 
clavicular region. The features are coarse and 
broad, the lips thick, the nostrils broad and thick 
and the mouth enlarged. Over the cheeks there is a 
reddish patch. There is striking slowness of thought 
and of movement. The memory becomes defective; 
the patients grow irritable and suspicious. There 
may be delusions and hallucinations. These patients, 
when treated with thyreoid gland extract, do re- 
markably well. It will be seen that there is a re- 
markable similarity in the clinical features of these 
two conditions, i.e., myxedema and some case of 
disease of the pituitary body. The differential diag- 
nosis may not be at all an easy one. Of course, the 
radiologist furnishes invaluable help with the skia- 
gram, which shows enlargement of the sella turcica. 


It must not be forgotten that in some cases of 
myxedema there is some widening of the sella 
turcica. It is well known that the ductless glands 
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are closely related in their several functions. The 
importance of these glands in the metabolism of the 
body is recognized by the medical profession more 
clearly to-day than ever before. Yet we are still in 
the dark as to the full significance of the endocrines. 

I am of the opinion that the relationship between 
myxedema and affections of the pituitary body is 
much closer than has yet been realized by most of 
us. I would venture to call these two conditions 
possibly brother and sister or at least first cousins. 
It is evident that the thyreoid and pituitary body 
are closely related and that the good health of the 
body requires efficient team work on the part of 
these two ductless glands. 


History of a Case. 


It might be of some interest if I now narrated the history 
of a patient, Miss C., who recently came under my care. 
Her case illustrates the close correlation between the thy- 
reoid and pituitary glands. The patient is forty-five years 
of age. She enjoyed good health up to the age of seventeen 
years, when she was troubled with goitre. She was treated 
for this by the late Dr. Hayes. 

As the result of this treat- 
ment the goftre almost com- 
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set up. This induced a synergetic action on the part of 
the pituitary body which, as shown by a skiagram taken 
by Dr. Cameron, Dunedin, has definitely enlarged. 

How far her symptoms were definitely due to the opera- 
tive myxeedema or to the dyspituitarism would, I fancy, 
be difficult to determine. It is possible that for a year or 
two following the thyreoidectomy the synergetic action of 
the pituitary body prevented the development of the 
myxedematous symptoms. Then the hyperpituitarism was 
followed by hypofunction and thus we have produced a 
clinical phenomenon which is best described as myxedema- 
tous dyspituitarism. 

Treatment. 


For about one month I tried her on thyreoid gland 
without benefit. I then made an osteoplastic flap in the 
frontal region, horseshoe shaped, 6.25 centimetres high and 
6.25 centimetres wide. The anesthetic was given by Dr. 
Milne. In opening the skull, the dura mater was acci- 


, dentally opened at one point. The dura bulged into the 


opening made—a suspicious’sign of tumour. 

This operation was done on January 23, 1922. The 
patient gave no trouble after the operation. She began to 
feel brighter day by day. Two weeks after the operation 
her delusions had completely left her. I had originally 
intended to do the second stage of the operation about 

sixteen days after the first 
stage. 

However, she has. im- 
proved so much that I am 





pletely disappeared. When 
she reached the age of twenty- 
four the goitre again began 
to grow and eventually was 
removed in February, 1915. 
She made a good recovery 
from the operation and re- 
mained well until February, 
1920. She then became de- 
pressed and worried. She was 
troubled with a delusion which 
will be mentioned later. In 
June, 1920, she was sent to a 
mental hospital. As this time 
her weight was 63.5. kilo- 
grams (about 140 pounds). 
She remained there till De- 
cember, 1921. Her weight 
was then 105 kilograms (234 
pounds). 


When I saw the patient in 
December, 1921, both she and 
her friends assured me that 
her jaw, hands and feet had 
enlarged noticeably in the 
previous two years. I ob- 
served at times a reddish 
patch over her cheeks and nose. I was most impressed 
by her bulk—a mountain of flesh does not seem an inappro- 
priate term as applied to her condition. She was troubled 
by a curious delusion that some strange living thing was 
growing inside her abdomen. She was afraid it might be 
“anti-christ.” This delusion was firmly fixed in her mind. 
As shown in the photograph, her features were heayy and 
thick. Her hands were spade-like and the lines on her 
palms much deepened. Her face as a whole was elongated 


and enlarged. 

She was examined in conjunction with me by Dr. Moodie, 
Dunedin. We found the uterus was very small—infantile 
type. Her menstrual flow was scanty and irregular. Her 
memory for recent and past events was excellent; she was 
depressed, but answered questions quite readily. Dr. 
Talbot examined her eyes. There was no evidence 
of hemianopsia. 

I came to the conclusion that the case was one the 
proper description of which required the coining of a 
new phraseology. I think she represents a type of disease 
which has not previously been clearly defined. I have, 
therefore, ventured to define her disease as myxcedematous 
dyspituitarism. 

My explanation of the condition present is that, follow- 
ing the thyreoidectomy in 1915, a myxedematous condition 








REPRODUCTION OF A PHOTOGRAPH TAKEN Five DAys AFTER 
THE OPERATION. 


The outline of the incision can be seen. 


again putting her on the thy- 
reoid gland and will gradu- 
ally increase the dosage till 
she is taking one gramme 
(fifteen grains) of thyreoid 
gland extract daily, of course, 
keeping her under close ob- 
servation. The osteoplastic 
flap operation relieved the 
intercranial pressure. It re- 
mains to be seen if the thyre- 
oid gland therapy will bring 
about a cure without hav- 
ing to resort to the second 
operation on the pituitary 
body. 

In September, 1922, the pa- 
tient was well and was en- 
gagea in teaching music. 
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A FAMOUS CONGRESS. 





By E. H. BInNEy, M.B., CH.M., 
Sydney. 





Ir may seem like ancient history to write about 
what happened nine years ago, especially as in this 
case the details have been carefully recorded in 

| the journals of the time. 

Much water has flowed under the bridge since 
then and our minds have been diverted from such 
matters. Perhaps it is now not inopportune to 
revive the past. 

The year 1913 was a memorable one for medicine 
in London, for it was in that city that the Inter- 
national Medical Congress with all its attractions 


| was held.- 
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London is unique; so much may happen and 
events come and go without any notice. Such small 
matters as the visit of a foreign potentate or am- 
bassador are daily happenings. The matter of 
arrangements for receptions, erection overnight of 
Venetian poles with banners and streamers, the per- 
formances of bands are noticed by only a compara- 
tive few unless accompanied by the presence of 
Royalty. The ordinary visitor to London for a 
summer season hopes the weather will be fine for 
the Derby and Ascot. Such matters as weather are 
not likely to affect the material work of a congress, 
hewever much its social side may suffer. 

The summer of 1913 in England was the best that 
had been known for years and attracted a large 
number to the great metropolis and through its 
international character the Congress had been well 
advertised. The writer, in fact, entered as a mem- 
ber before leaving Sydney. The headquarters were 
at the Albert Hall and here one was obliged to 
attend to go through the necessary formalities of 
having identity established and securing cards of 
admission to various sections and some entertain- 
ments. It was thought at first that the scientific 
side should predominate. It may have done; but 
ladies were admitted to membership on certain con- 
ditions and invitation cards everywhere, from the 
Royal purple-edged downwards, were to be had for 
the asking. 

The scene at the Albert Hall was a veritable Babel 
of many tongues. In the main body of the building 
was collected a crowd, all wanting something. Nu- 
merous improvised Cook’s guides began to mix with 
the throng, trying to ascertain their wants. The 
boxes around the hall, which is circular in shape, 
were temporarily transformed into small offices for 
officials and for representatives of various nation- 
alities interested. The chief position was taken by 
Doctor (now Sir) W. P. Herringham, the Honorary 
Secretary, and when his tall figure rose, with his 
good-natured smile, the effect was magnetic and a 
centripetal human current established itself in his 
direction. This was lessened and diverted to a cer- 
tain extent through the efforts of the interpreters, 
who in time established queues to their respective 
bureaux, but the largest and heavjest queue had 
made the Secretary’s office its objective. 


A card of identity had to be obtained, a coloured 
badge to indicate your nationality, one or more indi- 
cating the language or languages you spoke and a 
bronze medal with Lord Lister on the obverse was 
struck to be worn by members and the picture was 
complete. 

Such was the state of things for some days before 
the Congress opened and daily some new contingent 
of members would arrive, char-d-banc loads from 
Spain or Portugal, batches of Canadians or Ameri- 
cans and other oversea visitors. In course of time 
and with much difficulty ecards for the various sec- 
tions with all particulars stated were issued and 
also—a most important matter—the social events 
were arranged. ; 

An amusing incident occurred here. A sallow 
youth from “over the herring pond” had duly en- 
rolled and had collected the maximum of invita- 





tions and, viewing the stack of cards with the re. 
mark, “This is sure some town,” he proceeded to 
inform his intimates of the relative worth of these 
various “pasteboards,” as, in many cases the dates 
coincided, they could not all be used. Taking ay 
invitation to an evening entertainment given by the 
Grocers’ Company at the Grocers’ Hall, he at once 
discarded it with the words: “Say, I did not come 
here to be fed up on samples. This had better go to 
the pack.” I met this gentleman afterwards and 
would very much have liked to have told him how I 
had enjoyed the refined entertainment in their 
classic hall ornamented with carvings, to be fol- 
lowed by a supper of excellent viands and wines 
ending with dessert of choicest in and out of season 
fruits served on gold plate. But I collected no 
samples! 

Each member was of some importance, great or 
small, in his own country, but nobody knew it and 
here there was nothing to do but “simply stand and 
wait” until one’s proper turn came. It was while 
waiting in one of these queues, not very patiently, 
that I noticed my neighbour, the late Dr. Ashburton 
Thompson, waiting with the utmost patience. After 
saluting him, I remarked on the confusion and he 
philosophically replied: “This is nothing. How 
would you have liked to have been at Lisbon with 
everybody speaking Portuguese!” I took this re- 
proof to heart, especially as it came from one whose 
high official pinnacle in my own country commanded 
such respect. This was not his first international 
experience. It was mine. 


The Congress was opened by Prince Arthur of 
Connaught as a representative of Royalty in the 
presence of a large and mixed gathering. There 
was a mutual exchange of international salutations 
in speeches of more or less picturesque oratory. Sir 
Thomas Barlow was the medical President and, 
owing to the audience having thinned down by now, 
I was able to secure a closer seat. I heard in his 
closing remarks an injunction to physicians and sur- 
geons to “bury the hatchet” of jealousy for ever. 


Dr. Harvey Cushing gave an address on surgery, 
to which I listened from a seat next to my old 
friend and colleague, Dr. William Chisholm. The 
address was a learned one and in the course of 
his remarks mention was made of two oceans being 
eaused to meet in the Panama zone, hitherto un- 
inhabitable, through the efforts of Surgeon-General 
Gorgas, of the United States Army. Of the special 
addresses given, one on salvarsan was given by the 
late Professor Ehrlich. He was an honoured guest 
of the Congress and afterwards was one of a little 
band of “intellectuals” who “said things.” I could 
not follow all he said in his address, but I did not 
catch any saying like those of the President about 
“burying the hatchet.” 

The work of the ‘sections was of special interest 
and occurred in different parts of London in the 
morning. In the afternoons visits were made to hos- 
pitals and at nights the gatherings were purely 
social. Certain wholeday events, embracing visits 


to such places of interest as Bath, Oxford and Strat- 
ford-on-Avon, were arranged after the work of the 
The Section of Children’s 


Congress was finished. 
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Disease met at the rooms of the Royal Society of 
Medicine in Wigmore Street, under the presidency 
of the late Dr. Eustace Smith, who opened the work 
of the section with a short address in which he 
warned those present against being carried away by 
modern new ideas to the neglect of old-established 
methods that have stood the test of time. To those 
of us who had read as a text-book the large, green- 
covered treatise on “Diseases of Children” and the 
smaller monograph on “Wasting Diseases of Child- 
ren,” the remarks were significant, because, how- 
ever useful and practical these volumes were, the 
absence of pathology and the disinclination to theor- 
ize on obscure matters were marked features. 


These presidential remarks having been made, the 
section proceeded to investigate and discuss all the 
most modern ideas on the methods of treatment of 
the diseases of infancy and childhood. 


There was a brilliant assemblage. Amongst those 
present were Sir Arbuthnot Lane, Sir Harold Stiles, 
Drs. Hutchinson, Still, Collier, Messrs. Corner, Sar- 
gent, Dr. Koplik, Professors von Pirquet and Kir- 
miston, together with many other British, foreign 
and American celebrities. 


I listened to all the words of wisdom and after 
listening to a learned continental professor on the 
advantage of the seaside in certain cases, I ventured 
(with apologies) to speak of the climate of the Anti- 
podes in general and Sydney in particular. I only 
mention this as it bears on what follows, which 
struck me as interesting at the time. At the close 
of the session I had the privilege of being introduced 
to the President and, in greeting me, he said: “I 
heard you speak of Sydney. One of my fellow stu- 
dents at University College went out there, Sydney 
Jones. Did he do any good?” I was glad to tell 
him of his old fellow student’s brilliant career and | 
high position in New South Wales; that he was hale | 
and well, that he had been honoured with a knight- | 
hood for his services to humanity. “Ah, well! Re- | 
member me to him!” I was glad to be able to de- 
liver personally to the late Sir Philip Dr. Eustace 
Smith’s message. “Ah!” said Sir Philip, “I believe 
we are the only two living members of our year.” 


In the afternoon clinical demonstrations were 
given at Great Ormond Street, the Evelina and other 
children’s hospitals and excursions were arranged | 
to such places as Alton Home for Cripples in Sur- | 
rey and for those who could afford the time to Hay- 
ling Island, on the Sussex Coast, where Sir William | 
Treloar had established a seaside home for sick 
children who especially needed fresh air and 


sunlight. 
| 


The doings of other sections interested the writer, | 
but, of course, nobody could avail himself of all the 
material presented. Professor McEwan, of Glas- | 
gow, spoke on bone development and regeneration. | 
Dr. Albee, of New York, demonstrated his operation | 
of bone transplantation for spinal curvature cases. 
Dr. Abbott demonstrated his method and appliances 
for the forcible correction of scoliosis and the ortho- 
pedic demonstrations of Sir (then Dr.) Robert 
Jones were most attractive. 





| 


16, 1921. 
-of the condition by Dr. Stubhe, who regarded it as very 
serious and had sent the child to the Children’s Hospital. 
The mother informed me she did not wish to take it to 
the hospital as it would be taken off the breast. 


| osis. 


| gestion. 
/ and found her suffering from pneumonia of the base of 


, few days. 


| was marked. 







Reports of Cases, 


PATENT FORAMEN OVALE. 





By C. Joyce, M.B., 
Pinjarra, Western Australia. 





THE occurrence of two cases of patent foramen ovale 


in a ward containing three beds is rather remarkable. 
The other unusual conditions found make them seem to 
me worth recording. 


I was called to W.J.W., wtatis six months, on November 
Only a few minutes before I had been informed 


After examining the child, I told her the condition was 
desperate and that I considered the only chance of recovery 
lay in com lete abstinence from the breast and all other 
forms of food, giving water only. I sent the patient to 
Pinjarra Hospital. 

On admission the temperature was 38.6° C., the pulse- 
rate 149 and the respirations 50 per minute with indraw- 
ing of the neck and epigastrium. There was deep cyanosis. 
Some cyanosis had been present from birth, but the child 
had done well t:ll the onset of the present illness on the 
previous day. ‘There was a systolic murmur heard all over 
the chest and the apex beat was in the fifth interspace on 
the right side. The area of caraiac dulness was normal, 
but was situated on the right instead of the left side of 
the chest. ‘ihe liver occupied the usual situation. There 
was extensive bronchitis with abundant moist rales and a 
patch of pneumonia with distinct dulness at the base of 
the right lung. 

The motions were green and offensive. A dose of castor 
oil was administered and instructions were given to let 
the child drink water in plenty. Next day the tempera- 
ture was 35.2° C., the pulse-rate 142 and the respirations 52. 
The Matron thought the child about to die several times 
through the night and gave several doses of a mixture 
of sal volatile and brandy. The castor oil was repeated 
and the motion was more natural. 

From this time a gradual improvement was_ noticed 
and the temperature fell by lysis to normal in five days 
with improvement in pulse and respiration and less cyan- 
The mother was allowed to take the child home at 
the end of a week in hospital and for two days the child 
was taking the breast well. According to recent reports 
the baby is doing well, though it is still somewhat blue. 


B.S., girl, aged nine years, was admitted on November 
19, 1921. She had been ill for two weeks in her home. 
She had been cyanosed from infancy and to my knowledge 
for eight years; she had always been badly nourished. She 
was extremely thin and very subject to colds and indi- 
I was called to see her a fortnight previously 


the right lung. This cleared up. Then the left base became 
involved, after which her temperature was normal for a 
The day before admission I found the tempera- 
ture again high and evidence of effusion at the right base. 
I suspected empyema and had her removed to hospital. 

On admission her temperature was 39.5° C., her pulse- 
rate 124 and her respirations 24 to the minute. Cyanosis 
There was a loud systolic murmur heard 
all over the chest, loudest in the fourth interspace to the 
left of the sternum. In this situation the murmur could 
be heard when the ear was close to but not touching the 
chest. There was no thrill. 

I prepared to aspirate the right side of the pleura. 
When she was turned on the left side, I found to my great 
astonishment there was no dulness at the right base, but 


| it was now very evident on the left side, where the breath 


| sounds were distant. 

It was not till the next examination on the following 
| day that I made a further discovery. When she lay on 
the left side the dulness was on that side; when turned on 
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the right side it appeared there. 
confirm this finding. 


The girl was so weak that I did not care to put her in 
the sitting position. 

She made a rapid recovery, the temperature returning 
by lysis to normal on November 22, the pulse-rate being 90 
and the respirations 18 per minute—about her normal 
rates. The signs of effusion had completely vanished and 
I did not have an opportunity to ask a confrére to help 
me to elucidate the problem. The only solution which 
I can put forward, is a communication between the pleure. 
She has since enjoyed rather better than her usual health. 

In spite of her extreme emaciation, she was given no 
food during her febrile attacks, nothing but water and 
orange juice being allowed. I have not yet had cause to 
regret this line of conduct and the more extensive my ex- 
perience grows, the more convinced am I that to give food 
to patients in a febrile condition is not only useless, but 
highly dangerous. 


— 
— 


Reviews. 


INTESTINAL OBSTRUCTION. 





Dvurine recent years there has been a world-wide increas- 
ing interest in the pathology and treatment of intestinal 
obstruction. In his book on acute and subacute intestinal 
occlusion, M. A. C. Guillaume’ expresses in a clear and 
orderly fashion all that is at present known, clinically and 
experimentally, about ileus and intestinal obstruction; he 
discusses sensibly the hypotheses which have been ad- 
vanced to explain the signs and symptoms encountered 
in these maladies. 

There are twenty-one diagrams which illustrate or ex- 
plain matters in the text to which the author desires to 
direct special attention. This freedom from illustration 
in no way detracts from the usefulness of the work; indeed, 
it is a refreshing contrast to many of the transatlantic 


books wherein profusion of pictures frequently is substi- | 


tuted for literary lucidness. 

Many statistical tables and graphs, based on the work of 
European, American and Australian surgeons appear 
throughout the book and are most instructive. 

In Chapter V. the author discusses very recent experi- 
mental work, chiefly American, on intestinal obstruction 
and endeavours to assign to different factors their clinical 
and operative significance. He appears, however, to have 


very little to say concerning the possibility of explaining | 


many of the experimental findings, as the effects of ex- 
cessive dehydration of the animal. 

In the final chapter, on treatment, he indicates very 
clearly the value of enterostomy in addition to the relief 
of the actual obstruction, but he has omitted any reference 


to the work of Victor Bonney in determining the best 


site for the enterostomy. 


Like most French medical beoks, the volume has a paper 
cover and the table of chapter contents is placed at the 
end of the book. It is unfortunate that there is no index, 
for it is a useful work of reference. 


<i 
—— 


Analptical Department. 





“ JELLEX” JELLY CRYSTALS. 


“JELLEX” jelly crystals are prepared by Clinton-Williams, 
Limited, of 22, Carrington Street, Sydney. They consist of 
a mixture of coarsely powdered gelatine, cane sugar, citric 
acid, artificial flavourings and colouring matter. The 
factory is a new building, is very clean and is apparently 
rat-proof. 


The gelatine, sugar and citric acid in weighed amounts 





2 “Les Occlusions Aigués et Subaigués de l’Intestin,” par 
A. C. Guillaume; 1922. Paris: Masson et Cie; Post 8vo., pp. 304, 
with 21 figures. Price: Frs. 12 net. 





I asked the Matron to 
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are placed in a rotary mixing machine. The flavouring 
agent and the colouring matter are dissolved and the goly. 
tion added. The whole is then mixed by rotation of the 
machine for a short time. That the mixing is good jg 
shown by the results of the analyses. The mixture jg 
then dumped on a table and placed in paper bags by meang 
of a hand scoop which holds a definite amount. From time 
to time a bag is weighed to control the quantity taken up 
by the scoop. The process is a very simple one, but at 
present there is too much handling of the product at the 
various stages. The girls filling the bags are instructed 
to wear rubber gloves, but at the time of inspection they 
were not doing so. It was stated that an automatic mixing 
and filling machine would be installed for the summer 
trade. The men and girls employed were cleanly dressed 
and ample provision is made for washing of the hands. 


Great care seems to be exercised in obtaining raw pro- 
ducts of high quality. The greater part of the gelatine is 
obtained locally and is delivered already ground packed 
in bags. Each batch is carefully tested for its jellifying 
qualities and a rough test is made of the bacterial content. 
This is carried out by observing a jelly made from the 
gelatine in a certain way. No clouding from bacterial 
growth may appear within a given time. While this is 
not a good test, it seems to be sufficient for the purpose. 


The cane sugar is the ordinary, good quality, crystallized 
sugar. The citric acid is obtained in lumps and is ground 
in a mill. Analysis of a sample revealed that it contains 
99.6% of citric acid and is free from important impurities. 


The artificial colouring materials are purchased from 
reliable firms manufacturing colours for foods. While 
the examination carried out by our inspector was 
by no means exhaustive, no objectionable substances 
could be detected in any of those used. The flavouring 
substances are also artificial mixtures and were found to 
be harmless. 


Analyses. 


Samples were collected at the factory and others were 
purchased in the open market. The following results 
were obtained: 


Calves’| Red 
Foot. |Curr’nt 


Constituents. | Lemon. Apricot 


Gelatine i | : 

Sugar .. .. d 86. 

Citric Acid .. 

Water 

Ash Bs oki .36 | 

Nitrogen a .624| 
| 























The contents of a packet as sold weigh about 120 
grammes. According to the directions this amount is 
required for one pint of jelly. One pint (568 cubic centi- 
metres) of prepared jelly would therefore contain approxi- 
mately 11 grammes of gelatine, 104 grammes of sugar 
and 1.7 grammes of citric acid. 


Conclusions. 


“Jellex” jelly crystals are carefully prepared from in- 
gredients of good quality. The analysis reveals very small 
variations of the constituents. They can be used with con- 
fidence for the preparation of table jelly. It isa pity that 
the manufacturers are not content to leave a good thing 
to take care of itself. The following extract from a leaflet 
enclosed in the packets savours of exaggeration: “By actual 
scientific tests and analysis Jellex has been proved far 
superior in quality, wholesomeness and food value than 
any other jelly crystal obtainable in this country or else- 
where. For children, in particular, Jellex possesses 
extraordinary tissue-building, nourishing, strengthening 
properties.” The caloric value of these preparations is 
largely that of the contained sugar. Wild statements con- 
cerning extraordinary tissue-building and nutrient pro- 
perties are not justified. 
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SATURDAY, NOVEMBER 4, 1922. 


Che Control of Venereal Disease, 


From time to time the opportunity is offered for 
a survey of the existing state of affairs in regard to 
the more important infective diseases. While it 
may not be possible to ascertain with exactness 
the incidence of a particular disease in the Common- 
wealth or in one or other of the States, the value 
of any special measure aiming at the reduction of 
the incidence can usually be estimated when official 
figures and facts become available. In the case of 
venereal disease experimental legislation was intro- 
duced in Western Australia in 1915 and the regu- 
lations under the Act were promulgated in July, 
1916. In January of this year we published an 
article by Dr. Everitt Atkinson, the Commissioner 
of Public Health of Western Australia, on the 
effect of this legislation during the first five years. 
Dr. Atkinson admitted that it was impossible to 
say whether the incidence of venereal diseases had 
been diminished as a result of the new Act or not. 
There are no figures for the period prior to the 
introduction of the legislation to compare with the 
notification figures; moreover, it is obvious that 
there is no guarantee that the notification figures 
reveal the actual incidence. If it be assumed that 
each notification represented a distinct infection, 
the average number of infections in the year would 
be 1,143, which is equivalent to 3.69%. of popula- 
tion. The males infected were nearly six times as 
numerous as the females. The period is too short 
to admit of an assessment of the variations in inci- 
dence. The curve is irregular, but there are obvi- 
ously many vitiating factors at play. During the 
first years medical practitioners have to become 
accustomed to the performance of a new duty. On 
the other hand, there was of necessity a large com- 
plement of persons with uncured venereal disease 


of long standing, who had to be notified for the | 
| those in Melbourne. 


first time. 





Dr. E. Robertson, the Chief Health Officer of Vie- 
toria, has just issued a report on the subject of 
venereal diseases based on the experience of the 


| Venereal Diseases Act for a period of five years. 


The Act is substantially the same as the Western 
Australian Act. It came into force one year later. 
Dr. Robertson exercises caution in his expression 


of opinion concerning the value of the legislation. 


| He writes that, unless infected persons are anxious 


to continue treatment until cured, the results are 
not satisfactory. The total number of notifications 
received during the five years is 33,902, which is 
equivalent to 6,780 per annum. A striking fact is 
brought into prominence. Of the persons notified, 
95% were resident in the metropolitan area of Mel- 
bourne. Ballaarat, Bendigo and Geelong con- 
tributed 523 of the 33,902 infections and the remain- 
der of the State 1,123. The infections in males were 
nearly six times as frequent as those in females. 
Gonorrhea was not quite three times as common as 
syphilis. The notifications represent an annual inci- 
dence of 4.43%. of the population. As was the case 
in Western Australia, the annual incidence curve 
was quite irregular, but there was a considerable 
decrease in the number of notifications in 1921. Dr. 
Robertson is uncertain whether this represents a 
failure on the part of the medical practitioners to 
notify or a reduction in the incidence of the 
disease. 

In Western Australia 1,550 notifications were 
received during the five years of patients having 
failed to attend for treatment. This is equal to 
27.1% of the total number of persons notified as 
infected. In Victoria there were notifications con- 
cerning 5,909 defaulters, which is equal to 17.7% 
of the total number. In Western Australia 1,034 of 
the defaulters were traced and the treatment was 
resumed. In Victoria 2,877 defaulters were traced. 
All of them save sixty-eight were persuaded to 
resume treatment. In other words, the law as it 
stands to-day in Victoria gives opportunities to 
persons infected with venereal disease to escape 
from compulsory treatment. Practically nine out 
of each hundred succeeded in evading the law. It 
may be admitted that it would be unfair to com- 
pare the conditions in Perth and Fremantle with 
The difficulties in a large city 
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in tracing defaulters must be immeasurably greater 
than in a small one. Dr. Robertson mentions that 
defaulters often give fictitious names or addresses, 
give the name and address of someone else or dis- 
appear from the correct address given within the 
period specified before the second or subsequent 
visit. 

It is obvious that the machinery is insufficient 
for its purpose. Nevertheless, it would seem that 
the provision of clinics and other places where 
infected persons can obtain either gratuitous or 
inexpensive treatment is attracting a very large 
proportion of these people. The question of the 
establishment of a special clinic where small fees 
would be charged, is under consideration. 

The problem of enforcing treatment of all persons 
infected with venereal disease is a complex one. 
An appalling amount of syphilis exists among 
women attending the Women’s Hospital. Drs. 
Hamilton Fairley and Fowler demonstrated this 
fact some time ago. The nature of the illness of 
the majority of these women is quite unsuspected 
by them. 

It is always stated that venereal disease is not a 
crime and that harsh measures should not be 
adopted to enforce treatment. The acquisition of 
a venereal infection may be merely a social mis- 
demeanour, but it is surely a heinous offence for a 
person to endanger his wife, his children and pos- 
sibly other members of the community by refusing 
to undergo energetic treatment. In these circum- 
stances there should be no hesitation in adopting 
any expedient in order to enforce the provisions 
of the Venereal Diseases Act. It should not be 
beyond the wit of man to devise means of identify- 
ing persons with these infections and of tracing 
them when they endeavour to evade their responsi- 
bilities. A few prosecutions and the publication in 
the daily press of the correct names of the mis- 


creants should have a wholesome, deterrent effect | 


on others. 


In a few years it may be possible to learn 
more concerning the real value of these legis- 
lative means for controlling venereal disease. From 
the information at present available it would seem 
that good is being effected, but that the leakage | 
is too great. 








—_ 


METHYL ALCOHOL POISONING. 


Tur use of methyl alcohol as a beverage has been 
one of the worst features of the many unfortunate 
results following on the introduction of prohibition 
in the United States of America. The relative ease 
with which it can be manufactured and the potency 
of its intoxicating effect have been largely respons. 
ible for this. This form of alcohol, known also ag 
wood spirit, has been used alone or as a substitute 
for ethyl alcohol or spirits of wine. In some in. 
stances it is used to give a potency to what are sup. 
posedly harmless drinks. This substitution or addi- 
tion has doubtless frequently been made without any 
knowledge of its possible effects, but many cases of 
poisoning and even death from its use have been re. 
ported. Commercial methylated spirits must not be 
confused with methyl alcohol, for it is a mixture of 
uncertain proportion of ethyl and methyl alcohol 
and on this account has not been officially recog- 
nized in the British Pharmacopeia. 


Dujardin-Beaumetz and Andigé in 1879, Pohl in 
1892 and Joffroy and Servaux in 1895 all drew 
attention to the fact that, while the intoxicating 
effect produced by methyl alcohol was similar to 
that produced by ethyl alcohol, its effect was more 
prolonged. Paresis and paralysis after large doses 
such as twelve grammes were recorded. Pohl de- 
scribed intense fatty degeneration of the liver of 
animals caused by methyl alcohol, but it was Joffroy 
and Servaux who first investigated its real toxic 
effect. They found that intravenous injection of 
methyl alcohol caused hemorrhagic inflammation of 
the gastro-intestinal tract. Hunt also investigated 
methyl alcohol poisoning. He showed that methyl 
alcohol was retained much longer in the tissues of 
the nervous system and that therefore its effects 
were cumulative. In experiments on animals he 
produced degeneration of the optic nerve through 
its influence. In order to understand the differences 
produced by methyl and ethyl alcohol after inges- 
tion, it is necessary to study their fate in the body. 
Ethyl alcohol or C,H,OH, when taken into the body, 
undergoes a process of oxidation and is excreted 
in the form of carbon dioxide and water. Methyl 
alcohol, on the other hand, undergoes partial oxida- 
tion. Pohl found that the methyl group was not 
split off from acetone, but was split off from methyl 
alcohol, methyl acetate, formaldehyde and methyl- 
amine. The oxidation to formic acid takes place in 
these bodies. Formic acid is an exceedingly toxic 
body and is the cause of most of the symptoms pro- 
dueved by methyl alcohol. 


Dr. I. M. Rabinovitch has recently reported his 
observations in a fatal case of methyl alcohol pois- 


| oning.* The patient was a woman, seventy years 


of age, who had taken one drinking glass of wood 
alcohol with suicidal intent. She subsequently be- 
came drowsy and much confused. She was slightly 
cyanosed and had an odour of acetone in her breath. 
After a few days weakness increased considerably, 
the cyanosis became deeper and broncho-pneumonia 
developed. Incontinence of urine was present and 


1 Archives of Internal Medicine, June 15, 1922, 
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urinary examination showed the specific gravity to 
be 1,018, the presence of albumin in a concentration 


of 7.8 grammes to the litre, of hyaline and granular | 


casts, of a few blood cells and of a trace of acetone. 
The uric acid content of the blood was increased 
from 3.1 to %3 milligrammes per hundred cubic 
centimetres in less than six days. The blood urea 
nitrogen increased from forty-two to one hundred 
and forty-four milligrammes per hundred cubic 
centimetres in the same period and the creatinin 
content of the blood increased from 1.6 to 4.5 milli- 
grammes per hundred cubic centimetres. 


Dr. Rabinovitch concludes that impairment of 
kidney function rapidly took place. He points out 
that his findings in regard to urea nitrogen differ 
from those of other observers, who failed to find an 
increase. He thought it possible that his patient 
may have suffered from a previously existing chronic 
nephritis. Hyperglycemia was present throughout 
the course of the disease. This was put down to 
impairment of kidney function. An acidosis was 
present and, while other observers have attributed 
this to incomplete oxidation of the methyl alcohol, 
Dr. Rabinovitch thought that retention of phos- 
phates in the blood may have been partly a deter- 
mining factor. He also.suggests that the acidosis 
might have been partly due to the formation in the 
body of methylene derivatives from the action of 
formaldehyde on the amino-acids present. He 
studied the cyanosis that was present by estimating 
the oxygen content of the venous blood. This was 
greatly diminished in amount. No methemoglobin 
was at any time present in the blood of the patient 
and presumably played no part in the production 
of cyanosis. A post mortem examination showed 
the presence of acute parenchymatous nephritis, 
cloudy swelling of the heart and liver and broncho- 
pneumonia. Methyl alcohol was found to be present 
in the tissues after death, which occurred five days 
after admission to hospital. 

This study of the patient’s condition is interest- 
ing in that Dr. Rabinovitch draws attention to the 
presence of lesions elsewhere than in the nervous 
system, for, as he states, so much attention is gen- 
erally paid to the latter that the involvement of 
others is frequently overlooked. His investigation, 
moreover, is important from the point of view of 
public health and shows that something more 
than legislation is necessary in dealing with 
prohibition. 


<> 
— 





ABSCESS OF THE LUNG. 





Asscess of the lung has always been looked upon 
as an extremely dangerous condition and its treat- 
ment has caused: much anxiety, particularly in re- 
gard to operative interference. As in most pyogenic 
conditions, successful treatment depends largely on 
its early recognition. 


The clinical symptoms are usually, though 


not always, typical and with modern methods 
of skiagraphy there can be little excuse for 


failure to recognize the presence of a collection | 


of pus in the lung, when once destruction of tissue 





has taken place, whether that pus be the legacy of 
an unresolved pneumonia, the result of a septic 
infarct, the extension of a neighbouring focus, 
| such as empyema, or the outcome of inhalation from 
| an operation on the respiratory passages or of any 
| other process. 

|. That some cases of abscess of the lung 
heal spontaneously is undoubted. Spontaneous 
healing is much more likely to occur in abscesses 

| situated in an upper lobe on account of the influence 

| of gravity in facilitating emptying of the cavity. 

| When the abscess is in the lower lobe, the cavity is 

| not so readily emptied and coughing is urgent and 

distressing. 

Expectant treatment must be adopted only 
after careful consideration and, while it may 
be justified more often in the upper lobe, its 

| adoption in abscess of the lower lobe, must be 
cautiously undertaken and not unduly prolonged. 
By waiting too long fibrosis in the walls of the 
cavity is allowed to occur and subsequent healing 
by operative means is rendered more difficult. 
_ Of the operative measures used in this regard, 
incision and drainage has been and is still some- 
times used. An operation in two stages is some- 
times the operation of choice, though when pleuritic 
adhesions have been present, and even in the absence 
_ of adhesions, the cavity has been drained at a single 
sitting without the production of an empyema. 
Since Forlanini introduced his method of producing 
an artificial pneumothorax and reported its appli- 
cation to a patient suffering from a chronic abscess 
of the lung in 1910, this method has been used by 
many surgeons. Thus Verbizier in 1918 treated suc- 
cessfully by artificial pneumothorax a patient who 
suffered from gangrene of the lung with cavitation. 
Tewksbury in 1919 reported fourteen patients suf- 
fering from acute pulmonary abscess whom he had 
| treated by artificial pneumothorax. Of these eleven 
| were cured and three died. Dr. Herbert M. Rich 
has recently recorded the histories of ten patients 
suffering from pulmonary abscess.1 Two of these 
recovered spontaneously. In eight an artificial 
pneumothorax was produced. Two of them died. 
One of these suffered a bilateral broncho-pneumonia 
after an appendicectomy. The history showed that 
death was not due entirely to the pulmonary condi- 
tion. The other patient suffered an infarct after an 
operation on the cervir uteri. The abscess was situ- 
ated near the periphery of the lung and the forma- 
tion of an artificial pneumothorax was followed by 
the bursting of the abscess and the production of a 
pyo-pneumothorax. The patient died after drain- 
age had been established. 

Dr. Rich concludes that the ideal treatment for 
abscess of the lung is the production of an artificial 
pneumothorax, but states that a possible exception 
should be made in abscess situated near the peri- 
phery. The results obtained by this method of 
treatment are encouraging and the treatment itself. 
must be regarded as sound in that it allows collapse 
of the cavity, evacuation of the contents and rest for 
-an infected or inflamed area. - 








1 The ‘American Jotirnat of the: Medical Sciences, ~- Sep-- 
tember, 1922. 
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Abstracts from Current 
Medical Literature. 


PHYSIOLOGY. 


Effect of Posture and Exercise on 
Pulse Rate and Arterial 
Blood Pressure. 


E. C. SCHNEIDER AND D. TRUESDELL 
(American Journal of Physiology, 
August, 1922) have studied the pulse 
rate and the three arterial pressures— 
systolic, diastolic and pulse pres- 
sures—under four conditions, recum- 
bency, standing, immediately after 
standard exercise and two minutes 
after the exercise. The usual proce- 
dure was to require the subject to 
recline for five minutes and then to 
count the pulse rate for twenty or 
thirty seconds, the count being con- 
tinued until two consecutive intervals 
gave the same result. After this the 
arterial blood pressure was deter- 
mined. The subject was next re- 
quested to stand and be at ease for one 
or two minutes to allow the pulse to 
assume a uniform rate. When two 
consecutive counts of the pulse rate 
were the same, this rate was recorded 
and the arterial pressure for the stand- 
ing position then determined. The 
subject next stepped on a chair about 
forty-five centimetres high five times in 
fifteen seconds. Immediately both feet 
were on the floor after taking the exer- 
cise the pulse rate was counted for 
fifteen seconds and after that the 
arterial pressure determined. After a 
further two minutes’ standing the 
pulse rate and blood pressures were 
again determined. Observations were 
made on two thousand four hundred 
and forty-eight aviators in groups. 
Two unselected groups of two thou- 
sand and two hundred respectively 
showed an average reclining pulse rate 
of seventy-four and seventy-five, rising 
to ninety-two and ninety on standing, 
to one hundred and two after exercise 
and after two minutes the pulse rate 
was slightly below the original stand- 
ing rate in the majority. In two 
groups of selected physically fit men, 
one hundred and forty-four and two 
hundred and four respectively, the re- 
clining pulse rate of seventy-two and 
seventy rose to eighty-six and eighty- 
three on standing and to ninety-seven 
and ninety-five after exercise. The 
superiority of the fit groups seemed 
to be more clearly demonstrated by 
the lower standing rate, a smaller re- 
clining to standing increase and a 
more rapid return to the normal stand- 
ing rate after exercise. In the large 
group of two thousand unselected per- 
sons the mean reclining systolic pres- 
sure was one hundred and eighteen 
and the standing systolic pressure 
one hundred and twenty. The systolic 
pressure of a physically fit group rose 
from a reclining figure of one hundred 
and twelve to one hundred and 
eighteen. It. was noted that those 
persons having a low systolic pressure 
while standing had an increase on re- 
clining, those with a high systolic 
pressure while standing had, as a 





rule, a decrease, while between these | 


{ 


was a group which tended to remain | 


the same. 
formly tended to rise after the exer- 


cise and two minutes after the exer- | 


cise nearly half the persons tested 
showed a slightly sub-normal pressure. 
A reclining diastolic pressure of 
seventy-two, rising to eighty on stand- 
ing, falling two millimetres after ex- 
ercise and returning to the original 
standing level in two minutes, was 
the average picture. It appears that 
the postural rise or fall in the sys- 
tolic pressure will, as a rule, influence 
the pulse rate change in some slight 
degree; that a postural rise or fall 
in the diastolic pressure will be com- 
pensated for by a sufficient change in 
the systolic pressure to maintain the 
pulse pressure within the general 
range of change; 
pulse pressure is altered more by 
changes in the systolic than in the 
diastolic pressure and that a high or 
low systolic pressure is ordinarily as- 
sociated with a high or low tuning of 
the entire cardio-vascular mechanism. 


Physical Fatigue and Susceptibility. 


E. H. OPPENHEIMER AND R. A. SPAETH 
(American Journal of Physiology, 
1922, Volume LIX.) have carried out 
a series of experiments to determine 
whether a state of fatigue will produce 
a greater susceptibility to toxins and 
infections in laboratory animals. 
By “fatigue” is meant a condition of 
temporary exhaustion produced by ex- 
cessive muscular exertion. The experi- 
ments were carried out on white rats 
and as far as possible sisters or cousins 
were used as controls for the fatigued 
animals. Fatigue slightly increased 
the resistance to intra-peritoneal in- 
jections of pneumococcus. The experi- 
ments do not confirm the generally 
accepted conception that a fatigued 
individual is more susceptible to dis- 
ease than a non-fatigued individual. 


Excretion of Chlorides and Bicarbon- 
ates by the Human Kidney. 


H. W. Davies, J. B. S. HALDANE AND 
G. L. Pesxett (Journal of Physiology, 
July, 1922) have studied the relation 
between the excretion of chlorides and 
bicarbonates in the human _ urine. 
There is a limiting concentration for 
chloride and _ bicarbonate in the 
urine. When strong solutions of 
sodium chloride were drunk, the 
urinary chloride rose rapidly to a 
value varying between 0.29N and 
0.33N, the value being independent of 
the volume excreted in each hour and 
only rising slightly when more salt 
was taken. The highest value re- 
corded was 0.338N during extreme 
thirst. Similar figures were found for 
the excretion of bicarbonates. When 
chlorides and bicarbonates were taken 
together or successively, both appeared 
in the urine in large amounts. Neither 
reached its maximum concentration, 
but the sum of the two reached a 
value which (expressed in normality) 
was equal to the maximum of either. 
If bicarbonate be given without 
chloride, the latter may almost dis- 
appear from the urine. The antago- 
nism between chloride and bicarbon- 


The systolic pressure uni- | 


that the postural | 


ate excretion is also seen when the 
bicarbonate is being excreted as a re. 
sult of forced breathing. Not only igs 
a simultaneous excretion of urea with- 
out effect on the kidney’s capacity for 
concentrating chloride and _ bicarbon. 
ate, but urea ingestion, though it may 
lower the chloride concentration by 
promoting diuresis, considerably in. 
creases the hourly output. It is con- 
sidered in the light of these results 
that the chlorides and _ bicarbonates 
must be concentrated by the same part 
of the kidneys, probably re-absorptive 
in action, and that urea and phos. 
phates are concentrated by a different 
| part which is excretory. 


Visceral Sensibility. 


A. FrénnichH AND H. H. Meyer 
(Klinisché Wochenschrift, July, 1922) 
| have investigated the paths of the 
/ nervous impulses associated with vis- 

ceral sensibility. The impulses may 
| travel by way of the afferent spinal 

nerves, that is, through the posterior 
' roots, or through special sympathetic 
| sensory paths by way of the anterior 
| spinal nerve roots. The authors have 
been able to establish that in the dog 
the fibres mediating pain-sensitiveness 
for the bladder, rectum, distal and 
proximal colon, small intestine, as 
well as for the arteries of the limbs, 
enter the spinal cord through the pos- 
terior roots. They are of a nature 
similar to spinal nerve fibres which 
are undoubtedly mingled with the 
vegetative nerves in their passage 
from the end-organs right up to their 
entrance into the spinal cord and 
which cannot be anatomically sepa- 
rated from them. The anterior roots 
are not concerned in the pain path. 

The pain-sensations from the bladder 

pass by way of the pelvic nerves to 
' the posterior sacral roots, from the 

intestines by the splanchnic nerves 
' and the hypogastric nerve chiefly to 
the posterior thoracic roots. As ade- 
quate stimuli for pain sensation in 
the hollow viscera, dilatation and 
cramp-like contractions must be con- 
sidered. For the occurrence of col- 
icky pain a fixation of the loops of 
intestine and a resultant dragging of 
the whole mesentery and its attach- 
| ments are unnecessary. For the pain 
resulting from dilatation a stretching 
of the attachments of the mesentery 

seems necessary, though only in a 

small area and close to the intestinal 

wall. Colicky pain resulting from 
contractions can occur without any 
| dragging of the mesentery. 





BIOLOGICAL CHEMISTRY. 


Experimental Rickets. 


E. V. McCottum, N. Simmonps, J. E. 
BECKER AND P. G. SuipLey (The Jour- 


| nal of Biological Chemistry, August, 


1922) have demonstrated the exist- 


| ence of a vitamin which promotes the 


deposition of calcium in bone. Since 


| 1913 it. has been known that certain 
| fats contain a substance or substances 


which promote the growth of animals 
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fed on purified food-stuffs. In the ab- 
gence of these fats animals cease to 
grow, while growth is resumed when 
fats are added to the diet. Later 
yerophthalmia of a particular type 
was noted as a pathological condition 


| 


which invariably resulted from the spe- | 
cific withdrawal of the fat-soluble vita- | 


min from the diet. 
suggested that rickets was caused by 
a deficiency of fat-soluble A in the 
food. In 1921 the authors published 
the results of experiments.which sug- 


In 1919 Mellanby , 


gested that there were differences be- | 


tween cod liver oil and butter fat in 


respect to their action on the develop- | 
ment of bone on diets containing in- | 


adequate amounts of calcium salts. 


The authors have now completed fur- | 
ther experiments designed to discover | 
whether the anti-rhachitic substance | 


in fats is distinct from that prevent- 
ing the onset of ophthalmia. They 


have examined a selected group of fats | 
in respect to three kinds of effects on | 


nutrition. Firstly they tested cod 
liver oil, shark oil, butter fats and 


some vegetable oils for potency in cur- | 
ing xerophthalmia due to lack of fat- | 
soluble A. Secondly they tested com- | 


paratively the same fats to determine 
their value in promoting growth in 


young rats restricted to a diet poor | 


in calcium. Thirdly they sought to 
find their relative value for in- 


ducing the deposition of calcium | 


salts in the bones of rhachitic animals. 


The experiments have shown that cod | 
liver oil oxidized for twelve to twenty | 
hours does not cure xerophthalmia in | 


rats. It dees, however, cause a de- 


posit of calcium in the bones of young | 


rats suffering from rickets. This 


shows that oxidation destroys fat- | 
soluble A without destroying another | 
substance playing an important part — 


in bone growth. Cocoa-nut oil is lack- 


ing in fat-soluble A, since it will not . 


prevent the onset of xerophthalmia, 


nor will it cure the condition. On the 


other hand, this oil contains a sub- 


stance stimulating the deposition of | 


lime salts in animals affected with 
rickets. Cod liver oil, shark oil and 
turbot liver oil are effective in cur- 


ing xerophthalmia, adequate to pro- | 


tect the body against the effects of a 
deficiency of calcium in the diet and 


capable of promoting the deposition of | 


calcium salts in the bones of rhachitic 
animals. Vegetable oils, such as cot- 
ton-seed oil, maize oil, sesame oil and 


olive oil, do not possess the power of | 
curing xerophthalmia, neither do they | 


increase the efficiency of thé tissues in 
using lime, when it is not. adequately 
provided, nor do they initiate the cure 
of rickets. Butter fat contains much 


fat-soluble A, but is much less effective | 
than fish oils in promoting the use of | 


calcium. The authors consider that 


their results prove that the anti- | 
rhachitic effect is not due to the pres- | 


ence of fat-soluble A, but demonstrate 
the presence of a fourth vitamin regu- 
lating calcium metabolism. 


Lime Needed by Children. 


H. C. SHERMAN AND E. Hawiey (The 
Journal of Biological Chemistry, 


August, 1922) have carried out experi- 


ments to determine the rate of storage 


| of calcium in normal children of dif- 


ferent ages and to ascertain the nature 
and amount of the intake of calcium 
needed to promote optimal storage of 
calcium in growing children. Inci- 
dentally observations have been made 
in respect to oxidized phosphorus. 
Three groups of children were kept in 
special rooms for ten consecutive 
days with varying diets. A complete 
balance of intake and output of cal- 
cium was made, the whole series cov- 
ering four hundred and seventeen ex- 
periment days with twenty-one child- 
ren. With an ordinary diet contain- 
ing seven hundred and fifty cubic 
centimetres of milk, furnishing 0.75 
to 1.0 gramme of calcium daily, child- 
ren of three to thirteen years of age 
stored 0.15 to 0.6 gramme of cal- 
cium daily, the amount stored being 
about 0.01. gramme per kilogram of 
body weight per diem. With an allow- 
ance of a litre of milk daily the stor- 
age of calcium was increased. An op- 
timal storage occurs when 1.1 litre 
(one quart) of milk is given each day. 
The daily intake of calcium will thus 
be approximately one gramme. This 
amount is double that needed by the 
average adult person. Apparently the 
calcium of vegetables is utilized less 
efficiently than that of milk. The 
authors consider that there is some 
likelihood of the food of children on 
ordinary rations being furnished with 
less calcium than will suffice for their 
daily requirements. 


Nutrition of Chickens. 


E. B. Hart, J. G. HALpin AND H. 
Sreenspock (Journal of Biological 
Chemistry, June, 1922) have continued 
their investigations into the nutri- 
tional requirements of baby chickens. 
They had been led by their previous 
experiments to the conclusion that the 
addition of roughage, as paper or char- 
coal, to a “synthetic diet” prevented to 
a large extent the condition of leg 
weakness which otherwise made 
its appearance. Further experience 
showed, however, that failures con- 
tinued to occur among chickens reared 
in the laboratory, despite the utmost 
care in respect to roughage and diet. 
The authors have been led by new 
studies to recognize the primary im- 
portance of an ample supply of fat- 
soluble vitamin A or of the vitamins 
in cod liver oil as a factor in avoiding 
trouble in rearing baby chickens in 
confinement. . The authors draw atten- 
tion to the rapid rate of growth of 
chickens, which much exceeds that of 
rats. Chickens grow well and uni- 
formly from forty grammes weight to 
seven hundred grammes weight on a 
diet of white corn and skim milk, pro- 
vided that cod liver oil is available in 
generous quantities. In the experi- 
ments three groups have been used. 
In the first group a mixture of ninety- 
seven parts of white corn, two parts 
of calcium carbonate and one part 
of sodium chloride, together with 
skimmed milk ad libitum, has been 
given. The second group has received 
the same food, but fifty grammes of 
cod liver oil has been mixed with the 


| 
| 


grain-salt ration. The third group 
has served as a check and received 
bran, yellow corn, middlings, char- 
coal, fish scrape, whole milk. No 
water has been given to any of the 
groups. All the birds in Group I. have 


| died within six weeks, but those in 
| Group II. have made steady progress, 


| the members of Group I. 


weighing from six hundred and sixty 
grammes to eight hundred and seventy 
grammes in eleven weeks. After four 
weeks five individuals of Group I. and 
five from Group II. have been taken 
for blood analysis. The amount of 
inorganic phosphorus in the serum 
has been found less than half in 
as com- 


| pared with members of Group II.. 
| A similar condition of the blood has 





been noticed in infants suffering from 
rickets. 


Synthesis of Vitamin A. 


H. L. JAMEson, J. C. DRUMMOND AND 
K. H. Cowarp (Biochemical Journal, 
April, 1922) have examined the source 
of vitamin A in many fish oils. They 
bring forward evidence that the fat- 
soluble vitamin A in these oils is de- 
rived from the food of the fishes. Pure 


| cultures of a common marine diatom, 


Nitzschia closterium, grown in steri- 
lized sea water, contain large amounts 
of vitamin A. This fact is determined 
by feeding rats with rations in which 
small weights of the diatoms form the 
sole source of fat-soluble vitamin. Ob- 
servations on a number of marine 
plants in the plankton show that these 
contain vitamin A. These plants are 
eaten by small marine animals, mainly 
copepods, larval decapods and mol- 
luscs. The animals serve as food for 
the fishes. Those fish which yield 
much liver oil, feed on many species. 
At one season in Newfoundland they 
take a small fish, the capelan, exten- 
sively. This fish is rich in fat-soluble 
vitamin. The authors are of opinion 
that the vitamin A in fish oils and fish 
liver oils are due to the synthetic 
powers of the marine alge which 
form the fundamental food of all 
marine animals. 


Basal Rations. 


M. Bonn (Biochemical Journal, 
April, 1922) has suggested that dried 
egg white be used instead of caseino- 
gen in the basal ration employed in 
experiments in which rats are fed. It 
is always a matter of some difficulty 
to free caseinogen from milk fat. It is 
probably for this reason that it some- 
times seems impossible to obtain a 


| curve of deficiency, although appar- 
| ently no fat-soluble .. is present in 


the ration. In an initial series the 
ration contained 30% of dried egg 
white. Young rats grew well on a 
ration in which dried egg white 
formed the sole source of proteins. In 
a second series 20% of protein in the 
form of dried egg white was used in 
the ration. The rats maintained 
steady growth. The author discusses 
some of the dietary circumstances 
of lactating rats and points out 
that rations with high content of 
proteins induce diarrhea in the 
young rats. 
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Special Abstract. 


ARTIFICIAL PNEUMOTHORAX. 





Dr. L. S. T. BuRRELL AND Dr. A. SALUSBURY MACNALTY 
have been entrusted by the Tuberculosis Committee of the 
Medical Research Council to produce a report on the 
value of artificial pneumothorax as a therapeutic measure. 
The report’ is a very thorough one and contains much 
detail of value to those practitioners who purpose employ- 
ing this procedure. In the following much of this detail 
is necessarily omitted. 


After tracing the history of the artificial production of 
pneumothorax for the purpose of permitting the lung to 
rest and to become healed of some lesion, Dr. Burrell ex- 
presses his views in the following words: 


“I do not suggest that this method of treatment is the 
only one for pulmonary tuberculosis and it certainly has 
its limitations, but in selected cases it gives a very good 
chance to patients who can expect nothing from any other 
form of treatment.” 


The Apparatus and the Method of Application. 


Dr. Burrell recommends the apparatus devised by Lil- 
lingston and Pearson as being simple and satisfactory. 
There are many others. This apparatus is so constructed 
that by altering the level of a movable bottle a negative 
or a positive pressure can be obtained and this pressure 
is immediately recorded by the double-limbed manometer. 
The needle used is a Clive Riviére needle with cannula. 
The author insists on local anesthesia with novocain and 
adrenalin. The pleura is penetrated after the trochar is 
withdrawn by pushing the blunt cannula through the mem- 
brane. The manometer shows a negative pressure with 
oscillations corresponding to inspiration and expiration. 
Until the negative pressure with oscillatory variations 
proves that the cannula is inside the pleural cavity, no air 
is allowed to enter. Under ordinary circumstances three 
hundred cubic centimetres of air are used at the 
first operation. The negative pressure is diminished 
to a greater or lesser extent, but a positive pressure 
is avoided. 


The choice of gas is discussed in a special chapter. 
Nitrogen, oxygen and air each have their advocates. 
Helium has been used, but it probably has no special ad- 
vantages over the gases named. The author has formed 
the opinion that air is probably the best gas for the pur- 
pose. Experimental evidence goes to show that whether 
oxygen, nitrogen or air be used, the gas removed for 
analysis shortly after the induction of the pneumothorax 
comprises large dmounts of nitrogen. This would mean 
that it assumes the composition of alveolar air. The rate 
of the interchange of the gases is relatively rapid. Nitro- 
gen appears to be absorbed somewhat more quickly than 
air, while oxygen is absorbed still more readily. The 
author does not agree with those who believe that the 
risk of gas embolism is diminished by oxygen. 


Selection of Cases. 


Artificial pneumothorax. has been advocated for patients 
suffering from pulmonary tuberculosis advancing rapidly 
as the result of the feeble resistance of the patient. Dr. 
Burrell has tried it, but all the patients died. The treat- 
ment did not appear to influence the course of the disease 
in any way. In patients with good resistance the disease 
often becomes arrested as the result of sanatorium or other 
medical treatment. He states that artificial pneumothorax 
is unnecessary for these patients, but he considers that 
they should be carefully watched lest the arrest is not 
complete. He holds that pneumothorax is especially valu- 
able for patients whose resistance is neither good nor bad. 
The best prospects are offered when the disease is in an 
early stage and involves only one lung. If the patient 
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still has signs of active disease after six months of treat. 
ment in a sanatorium and if tubercle bacilli persist in the 
sputum, artificial pneumothorax is recommended. The 
majority of these patients go down-hill without this treat. 
ment. He is not prepared to wait longer than six months, 
even if the patient is improving, as the effect of the in. 
duced pneumothorax is considerably better when applied 
early and he is convinced that the risks of the pneumo. 
thorax are far less than the risk of waiting too long. 
When the disease has spread to both lungs and less than 
one-third of the better lung is involved, the treatment 
should be tried. At times a great improvement follows. 
When more than one-third of the better lung is implicated, 
little good can be expected. The author discusses the treat- 
ment of this condition when dealing with the production 
of pneumothorax on both sides. He advocates the treat- 
ment in all cases of repeated hemoptysis, whether of tuber- 
culous or other nature, in bronchiectasis when toxic symp- 
toms are present, in abscess of the lung, in pleural effusion 
and to stop the pain of dry pleurisy. He regards extensive 
tuberculosis of both lungs, extensive tuberculous disease 
elsewhere, tuberculosis taking the form of a terminal 
infection, very nervous temperaments, bad nutrition asso- 
ciated with chronic dyspepsia and in some circumstances 
asthma and emphysema as contra-indications. 


Re-inflations. 


The object aimed at in the treatment is the gradual 
collapse of the diseased lung. When pneumothorax is 
induced for the purpose of arresting hemoptysis, a large 
first dose may be given, even if this involves some risk. 
Otherwise the initial does does not exceed three hundred 
cubic centimetres. If the first dose is followed by a re- 
action, the same amount is repeated as soon as the reaction 
has subsided. If there has been no reaction, four hundred 
cubic centimetres are injected on the following day and a 
further four hundred or five hundred two days later. In- 
jections of half a litre are given at short intervals; the 
seventh injection may be increased to six hundred cubic 
centimetres. The guide to the re-inflations is the intra- 
pleural pressure. There should be a gradual decrease of 
the negative pressure and an ultimate substitution of a 
slight positive pressure, about four centimetres of water 
at inspiration and eight centimetres of water as expiration. 
Dr. Burrell has given large initial doses, even amounting 
to one and a half litres, but, although he had not experi- 
enced any ill-effects, he prefers to give a smaller one. The 
first injection distresses the patient and consequently he 
wishes to get it over as quickly as possible. If it can be 
effected without producing pain or dyspnea, the dread of a 
repetition disappears. The early re-inflation is carried out 
with care and consideration for the patient. After about 
a month the physician endeavours to find the correct 
spacing of the refills and the optimum pressure for each 
individual. The intervals are increased to seven and then 
to ten days; later they are again increased to fourteen, 
seventeen and, lastly, twenty-one days. At times it becomes 
advisable to shorten the period when symptoms, such as 
an increase of the quantity of sputum, give an indication. 
At the end of six months an endeavour is made to lengthen 
the intervals in some instances, but as a rule the author 
prefers to maintain a three weeks’ interval. The aim 
throughout is to bring about a gradual collapse of the 
lung and to keep it collapsed. 


Dr. Burrell records the opinion of several authorities 
in regard to the length of the treatment. His own views 
are that three years should be the minimum and that after 
this period the lung may be allowed to expand gradually, 
so that at the end of the fourth year the inflations may 
he interrupted. 


Pleural Adhesions. 


A chapter is devoted to the management of adhesions. 
When the two layers of the pleura are adherent over the 
part of the lung affected, it may be impossible to produce 
a pneumothorax. At times a situation may be found where 
gas may be introduced into the pleural cavity. If the 
cavity formed by the adhesions is small, very little gas 
suffices to produce a high positive pressure. It is useless 


and dangerous to persist under these circumstances. Vari- 
ous observers have given the frequency of adhesions ren- 





dering the treatment impossible at between 22% and 37.5%. 
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The adhesions may stretch or even rupture as a result of 
the inflation. Dr. Burrell holds the opinion that this occur- 
rence should be avoided. Often adhesions spread during 
the course of treatment and after a time the pleural 
cavity becomes obliterated. 

Some interesting and important information is given 
in connexion with the changes in the intra-pleural pressure. 
This has to be studied in each patient. It is usual to find 
that shortly after even a large inflation, the intra-pleural 
pressure is negative. The lung may remain collapsed, 
even though the pressure is negative. When effusion fluid 
is removed and air is injected to replace the fluid, the 
pressure rises to a considerable extent. 





be prevented by pulling down the skin before the puncture 
of the needle is made, so that when the skin is released. 
the site of puncture lies over the rib. 


Artificial Pneumothorax on Both Sides. 


Dr. Burrell states that, while patients are usually not 
benefited by the treatment when a pneumothorax is needed 


.on both sides, it is at times possible to transform a 


rapidly spreading tuberculous lesion into a chronic fibroid 
lesion by a pneumothorax of short duration. The opera- 
tion is carried out first on one side and, when the pro- 


| gress has been checked on this side, the lung is allowed 
to expand and the other side is treated. 


If the vital 
capacity does not improve as the first. lung expands, the 





' Dangers. gs oe ie a pneumothorax on the other side must 
tuber. Having discussed the essential points of the induction e abandoned. ; 

symp of pneumothorax in the rvears sty of pulmonary tubercu- Dr. eae discusses in some detail the effect of artificial 

fusion losis and other lung conditions, Dr. Burrell examines the ee orax on the vital capacity. With care the vital 

ensive alleged and proven dangers of the treatment. Pleural | C@Pacity may be increased, but it will naturally become 
isease shock is said to be a serious but rare accident. In severe | "duced when the pleura is re-inflated. 

minal cases the patient feels unable to take a breath, his com- 

asso plexion becomes livid, his pulse-rate rapid and its rhythm | Radlographic Control. 

‘ances irregular and he may lose consciousness. Recovery may | A special chapter is devoted to the value of radiography 
take place. Dr. Burrell has experienced this accident twice and radioscopy in controlling the collapse of the lung 
in the course of 2,332 punctures. The first was a mild and for other diagnostic purposes. This chapter is beauti- 
attack and recovery followed.in two minutes. The symp- fully illustrated by skiagrams. Dr. Burrell attaches much 
toms did not recur in this patient at subsequent refills. _ importance to this radiographic control. 

~~ lens —, — was very ill with acute ee | 
ollowing pleurisy. Two attempts were made to find the 

large pleural cavity, but each failed. As the needle was being . RAE THORNE 

risk, withdrawn, the patient stated that he could not breathe. In conclusion, he deals with the results of treatment. 

dred He sat up, gave a few gasps and died. The author holds He is disinclined to present his figures as statistics prov- 

aA re- that the best means of preventing pleural shock is to give  in8 anything. He was unable to induce an efficient pneumo- 
ction an injection of morphine or “Omnopon” and to anesthetize thorax in one hundred and seven patients. Of these forty- 
dred the pleura with novocain. The piercing of the pleura three had early stage disease of one lung only and twenty- 
od a should not be felt by the patient. Should pleural shock six had middle stage disease with some involvement of the 

In- occur, the needle should be withdrawn at once and pituitary Other lung. Fifteen of the patients were non-tuberculous. 
the extract or other stimulant given. Artificial respiration The disease was arrested in forty; the condition was 
ubic may be required. | improved in twenty-two; no change was effected in twelve; 
\tra- The author claims that gas embolism is a very rare the condition became worse during the treatment in thir- 
> of accident. It can be avoided by caution, by the use of a ‘een and twenty patients died. Less good results were 
ta large and blunt needle and by giving the patient morphine 0D>tained in twenty patients in whom only a partial and 
ater or “Omnopon” to keep him quiet. Puncture of the lung insufficient collapse was produced and the treatment was 
ion. and puncture of a large vessel or of the heart are men- continued for less than two months. Still worse results 
me tioned as possible accidents. As a rule they cause no ill- os oe — — could not be pro- 
eri- owing to adherent pleura. 

he effects, provided that the needle is withdrawn at once. The second part of the publication is devoted to an 

he Cc licatl analysis of the replies received to a questionnaire ad- 

be omptications. dressed to sixteen physicians who use artificial pneumo- 
fa In enumerating the complications of inducing pneumo- thorax in the treatment of pulmonary tuberculosis. 

ut thorax, Dr. Burrell mentions first of all pleurisy. As a Nearly all agree that patients with disease limited to 

ut rule it is associated with effusion. The symptoms may be one lung should be treated in this way, especially if they 

ct slight and rarely do they persist for more than three or | have not improved under ordinary methods of treatment. 
ch four days. If precautions are taken, the pleura need never , They also regard slight disease of the second lung as no 
on be infected by the needle, but it may become infected if contra-indication. It is held that early treatment is highly 

n, the lung ruptures. The author has not seen pleurisy with desirable. Some difference of opinion exists in regard to 

2S effusion develope in non-tuberculous patients. He has the contra-indications. Dr. Morriston Davies, who is less 

1s other reasons for concluding that in nearly every instance | conservative than Clive Riviére, agrees substantially with 

n. the pleurisy is a tuberculous one. He recognizes small Dr. Burrell (vide supra). The majority of the physicians 


effusions with or without malaise and pyrexia. The fluid 
is diagnosed with the aid of X-rays. It becomes absorbed 
without aspiration. In the next class the fluid does not 
tend to become absorbed. It may be serous or purulent. 
In the third class the effusion occurs when the patient is 
seriously ill, with pyrexia and constitutional symptoms. 
There is a rapid extension of the pulmonary lesion and 
death follows. In the mild form rest in bed is all that is 
needed. In acute pleurisy with purulent effusion the fluid 
should be aspirated and replaced by air or oxygen. At 
times it is advisable to wash the pleura out with a mild 
antiseptic. 

Thickened pleura is also described as a complication, 
as is perforation of the visceral pleura. In the next place, 
pain is regarded as a complication. The operation should 
be painless. A feeling of tightness and later pain lasting 
for a few hours may arise in patients with adhesions and 
a high intra-pleural pressure. Pain at times comes on 
some hours after the re-inflation. It is attributed to 
adhesions. By the use of morphine, it can be controlled. 


An adhesion may snap during the inflation. 
Surgical emphysema is not uncommon. 
be a harmless condition which clears up rapidly. 


It is said to 
It can 


have come to the conclusion that the artificial pneumo- 


' thorax tends to improve the other lung, even when there 


is bilateral disease. In the replies dealing with accidents 
and complications of the treatment Morriston Davies 


| directs attention to the reactions that may follow the induc- 


It may be a pure tuberculous reaction, a coli or 


tion. 
He recom- 


streptococcal reaction or a mixed reaction. 


| mends routine examination of the urine for sulphur-ethers 
| as indicators of chronic intestinal stasis and so-called tox- 
| gemia. 
| pleural effusions the accidents and complications are rare 


It seems that with the exception of pleurisy and 


in expert hands and can be avoided. 
In connexion with the choice of gas, Morriston Davies, 


| Welkin, Lucas, Pearson and Sutherland favour nitrogen; 
| Carling and Woodcock use oxygen, the latter reverting to 
| air for refills. 


All the others have expressed a preference 
for air. Rolleston does not consider the choice of import- 
ance. Slight differences are also to be found in the size 
of the injections and in the intra-pleural pressures aimed 
at. All report favourably on the curative value of the 
procedure. It will be seen that in essential or important 
matters, there is practical agreement among those reply- 
ing to the questionnaire. 
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‘British Medical Association Mews. 


SCIENTIFIC. 





A MEETING of the Western Australian Branch of the 
British Medical Association was held at the Perth Hos- 
pital on September 20, 1922, Dr. D. M. McWnag, C.M.G., 
C.B.E., in the chair. 


Lupus Erythematosus. 

Dr. F. Gm showed a patient who had been suffering 
from lupus erythematosus for a period of eleven months. 
The usual treatment had had no effect on the lesion. 
X-ray treatment was suggested. 


Arterio-Venous Aneurysm of the Leg. 


Mr. F. A. Haptey showed a patient twenty years of age 
who was suffering from an arterio-venous aneurysm of 
the left leg. The patient had been stabbed in the leg 
behind the knee twelve years previously and had been 
subjected to a surgical operation nine months later. For 
the past four years some ulceration of the skin and swell- 
ing of the ankle had been present. Mr. Hadley pointed 
out that there was a diffuse pulsation and that a definite 
thrill was palpable behind the knee. The vein in the foot 
was very much enlarged. Mr. Hadley said that he felt 
inclined to open the sac and endeavour to close the open- 
ing in the artery rather than to tie the vessels above 
the sac. 

Puerperal Septiczmia. 


Dr. A. J. Nyurasy detailed the history of a patient who 
had suffered from puerperal septicemia. It had been con- 
sidered necessary to open the abdomen. The only 
abnormal signs found had been enlargement of the 
ovarian veins on each side. These vessels had been 
ligated. Rapid improvement had followed this procedure 
and the patient’s temperature had become normal the 
following day. 


Restoration of the Round Ligaments. 


Dr. Nyvurasy then read a paper on “Restoration of the 
Round Ligaments” (see page 519). 

Dr. W. TRETHOWAN raised the question of the use of the 
pessary in the treatment of retroversion. At the same 
time, he admitted its usual failure to cure the condition 
when it had become chronic. 


Mr. Hap try referred to the claim made that the anterior 


layer of the broad ligament was stronger than simple peri- . 


toneum. He said that it would be interesting to have 
serial microscopic sections made of that portion of the 
broad ligament immediately concerned in the operation 
under discussion. 


Dr. O. P. Pacer said that he was impressed with the 
operation of restoration of the round ligaments. He held 
the opinion that it was superior to any of the operations 
hitherto described for retroversion. 

Dr. Nyurasy, in reply, said that the pessary failed to 
cure retroversion, because, while it gave physiological rest 
to the round ligaments, it failed to reduce the laxity and 
restore the tension of the anterior leaf of the round liga- 
ment. In other words, the pessary dealt with only one 
of the factors in retroversion and almost entirely neglected 
the other factors. In regard to the minute structure of 
the anterior leaf of the broad ligament, he said that it 
contained fibrous tissue and unstriped muscle and he had 


no doubt that histological examination would show this 
to be the case. 





MEDICO-POLITICAL. 





A MEETING of the Victorian Branch of the British Medi- 
cal Association was held at the Medical Society Hall, East 
Melbourne, on October 18, 1922, Mr. G. A. Symeg, in the 
absence of the President, in the chair. 


Extension of the Printing Arrangements of the Austra- 
lasian Medical Publishing Company, Limited. 


THE CHAIRMAN referred to a report that had been issued 
on the proposals to extend the printing arrangements of 
the Australasian Medical Publishing Company, Limited. 
The Council had convened the meeting at the request of 


the Directors. He asked the Editor of THe MEpDIcAt Jour- 
NAL OF AUSTRALIA to explain the scheme. 


Tne Epiror gave a short account of the position of the 
Company and pointed out that under the existing condi- 
tions no material. increase in the size of the journal could 
be effected. 


Several members spoke in favour of the proposals. 


Dr. W. Kent Hucues, the Director of the Company in 
Victoria, said that he recognized that it would be necessary 
either to adopt the proposals or to revert to the former 
method of contracting with an outside printer to print the 
’ journal. The Editor had shown that the latter method 
was very expensive. Dr. Kent Hughes thought that the 
Editor had been unwise in drawing up the estimated profit 
and loss account on an exaggeratedly conservative basis. 
If the undertaking were well conducted, there should be 
a very much larger profit. The sum allowed for “other 
publications” was too low. The Editor had shown that 
this figure would be much larger. On the expenditure side 
several of the figures were admittedly too high. He recom- 
mended the adoption of the proposal. 

A motion was passed approving the scheme and request- 
ing the Council to take the steps necessary to ascertain the 
amount of money that the members would invest in de- 


bentures. It was felt that the rate of interest should be 
not less than 8%. One member promised to take £100 in 
debentures. 


A MEETING of the South Australian Branch of the British 
Medical Association was held in the Lister Hall, Hind- 
marsh Square, Adelaide, on October 20, 1922, Dr. T. W. 
Witson, the President, in the chair. 


Extension of the Printing Arrangements of the Austra- 
lasian Medical Publishing Company, Limited. 


THE PRESIDENT announced that the meeting had been 
convened at the request of the Directors of the Australasian 
Medical Publishing Company, Limited, for the purpose of 
considering a report on the proposed extension of the 
printing arrangements of the Company. The Editor was 
present for the purpose of explaining the scheme. 


THE Epiror oF THE MEDICAL JOURNAL OF AUSTRALIA 
traced the history of medical journals in Australia and 
detailed the several steps in the development of the organi- 
zation on which THE MEpIcAL JOURNAL OF AUSTRALIA de- 
pended. He was anxious not only to make adequate pro- 
vision for the present, but also to lay a foundation on 
which an expanded service could be built in the future. 

Several questions were asked by members concerning 
the present arrangements, the proposed methods and the 
constitution of the Australasian Medical Publishing Com- 
pany, Limited. 

Dr. F. S. Hong, the Director of the Company in South 
Australia, supported the scheme and spoke of the advan- 
tages that the members would derive if it were adopted. 
He emphasized the insecurity of the organization at the 
present time, which depended too much on the activity 
of one individual. Under the enlarged scheme the Editor 
would be freed of much of the detail work and would have 
adequate assistance. ; 

Dr. H. S. Newranp, C.B.E., D.S.0., moved the approval 
of the scheme. He argued strongly in favour of the proposals. 

Dr. JoHN CorBIN seconded the motion, which was carried 
unanimously. 

It was felt that members would take up debentures more 
readily if the rate of interest were fixed at 8% or even 
higher and if the value of the debenture were fixed. 

It was explained that the Directors would consider these 


‘matters at their next meeting and that three of the Direc- 


tors had expressed their approval of a higher rate of interest. 





NOMINATIONS AND ELECTIONS. 





THE undermentioned have been nominated as members 

of the New South Wales Branch of the British Medical 

Association: 

Gorpon, JAMEes Bruce, M.B., Ch.M., 1922 @(Univ. Syd- 
ney), Western Suburbs Cottage Hospital, Croydon. 

Ryan, JAMES REDMOND, M.B., Ch.M., 1922 (Univ. Syd- 





ney), Esk Street, Lithgow. 








































































[A 
id 
i- 
p- 
)- 
n 
,, 
=f 
2 





NoveMBeEr 4, 1922. 


Wedical Societies. 


MELBOURNE PAEDIATRIC SOCIETY. 





(AFFILIATED WITH THE VICTORIAN BRANCH OF THE 
British MEpIcal AssociaTIoN.) 





A MEETING of the Melbourne Pediatric Society was held 
at the Children’s Hospital, Melbourne, on September 13, 
1922, Mk. R. Hamitton RvSSELL in the chair. | 


Talipes Equino-Cavus. 


Mr. W. Kent HuGHEs presented a boy, aged nine years, 
on one of whose feet he had operated for the correction 
of talipes equino-cavus. It was proposed to adopt similar 
measures for the other foot at a later date. 

Deformity of the feet had been first noticed three years 
previously, but as it was becoming aggravated treatment 
had been sought at the Children’s Hospital. It had been 
said that the boy had contracted “influenza” three years 
ago; after the illness he had appeared to be weak in the 
legs and contraction of the feet had been observed. Treat- 
ment in the out-patient department by manipulation and 
the use of plaster of Paris bandages for the maintenance 
of the correct position of the feet had not effected any sus- 
tained improvement and on the boy’s admission to the in- 
patient surgical ward Mr. Kent Hughes had decided to em- 
ploy operative means. 

A crescentic incision along the medial side of the left 
foot had been preliminary to the free division of the super- 
ficial and deep plantar fascie and the _ processes 
running from the latter as intermuscular septa. In 
addition the tendo Achilles had been divided subcutane- 
ously. The foot had been maintained in plaster bandages 
for three weeks, at the end of which time the boy had 
been permitted to walk. 

Mr. Kent Hughes pointed out that in talipes equino-cavus 
attention should be paid to the anterior portion of the 
foot rather than to the posterior, as the deformity was 
located in the former situation. He commented unfavour- 
ably on the operation of removal of the astragalus as prac- 
tised by some American surgeons in the treatment of this 
particular form of talipes and also disapproved of the 
English method of bringing the tendon of the tibialis 
anticus through to the sole of the foot between the meta- 
tarsal bones and anchoring it on the plantar side. 


Laryngeal Stenosis. 


As a second patient, Mr. Kent Hughes showed a boy in 
whom he had had to deal with laryngeal stenosis. The 
child had suffered laryngeal diphtheria eleven months pre- 
viously and since the tracheotomy operation then necessi- 
tated had not been able to dispense with the tube. Stenosis 
of the larynx had been found and in the upper portion of 
the trachea the airway had been almost completely obliter- 
ated by cicatricial tissue. 

On June 29, 1922, portion of the scar tissue had been 
excised from the upper part of the trachea and a rubber 
catheter inserted through the larynx. This procedure had 
not been altogether successful and it had been necessary 
to replace the catheter at frequent intervals. Various de- 
vices had been employed in the endeavour to maintain a 
tube in position with only partial success. On August 15, 
1922, a specially designed tube, described by Mr. Kent 
Hughes as a combination intubation and tracheotomy tube, 
had been inserted and the wound in the neck closed. The 
boy had been very comfortable since and at the time of 
demonstration he had a tube in position extending from 
the upper portion of the larynx well down into the trachea. 
He was still a diphtheria “carrier” and failed to yield a 
reaction to the Schick intradermic test. 


Myeloid Sarcoma of Mandible. 


Mr. Kent HvucHEs next presented a boy, aged ten years, 
who exhibited a myeloid sarcoma of the mandible. Swell- 
ing had been present in the lower jaw on the right side for 
four months. At the outset the boy had complained of 
“toothache” and at that time swelling of the jaw had been 


THE MEDICAL JOURNAL OF AUSTRALIA. 


| 
| 
| 
| 
{ 


noted. Extraction of a tooth had had no effect in re- 
ducing the swelling, which, on the contrary, had progressed. 

On examination a hard swelling was apparent just an- 
terior to the angle of the right mandible; no “cracking” 
sensation was obtainable on palpation of the tumour and 
it appeared to be well defined and not accompanied by sur- 
rounding infiltration. A small crater was present at the 
site of the tooth extraction. 

A wedge had been excised for histological examination 
and Dr. Webster’s report was that the tissue represented 
a myeloid sarcoma. This finding was supported by the 
radiographic appearances. 


Epileptic Seizures and Osteomata of the Skull. 


Dr. F. Kinestey Norris exhibited a radiogram of the 
skull of a boy who at the age of seven years had first 
begun to have epileptiform seizures. He usually suffered 
three or four fits a day and they had not been influenced 
very much by the usual drugs employed for the control 
of epileptic seizures. As far as could be ascertained, there 
was no history of cranial injury at birth or at any subse- 
quent period. 

The skiagram was interesting as showing a number 
of osteomata growing from the inner table of the skull. 


Pyloric Stenosis. 


Dr. R. M. Downes, C.M.G., detailed the case of a child, 
aged two months, who had been admitted to the hospital on 
August 3, 1922, presenting the characteristic clinical features 
of pyloric stenosis. These included vomiting of a projectile 
character for two weeks, loss of weight, constipation, the 
presence of visible peristaltic waves and a palpable tumour. 
The infant had been breast fed and at the time of admission 
had weighed 3.07 kilograms. 

On August 7, 1922, Dr. Downes had performed the Ram- 
stedt operation and on making the incision in the hyper- 
trophied pyloric musculature had noted that the mucous 
membrane did not prortude into the gap in the muscle as 
well as might have been desired. The child had been fed 
with breast milk supplemented by a milk and whey mix- 
ture, but within a few days symptoms had recurred. 

A screen examination after the administration of a 
barium meal on August 14 had shown that there was much 
delay in emptying of the stomach, for barium was still 
present in the viscus after the lapse of five hours. On 
August 19 peristaltic waves had been observed and two 
days later it had been decided to operate again. The former 
incision had been re-opened and the pyloric incision of the 
first operation had been found to have healed, its situation 
being indicated by a linear scar. A further incision had 
been made into the muscle of the pylorus and on this occa- 
sion the mucous membrane pouted well. The baby, who at 
the time of the meeting weighed 3.8 kilograms, had pro- 
gressed well since the second operation. 


Osteo-Myelitis of the Radius. 


Dr. Downes also showed a boy who in February last 
had-sustained an injury to the lower end of the left radius. 
Suppuration had ensued in the epiphysis and in the imme- 
diately adjoining portion of the diaphysis three weeks later. 

Surgical measures, consisting of exposing the medullary 
cavity, irrigating with Dakin’s solution and packing, had 
been adopted; discharge had ceased, the wound had healed 
well and the boy had been discharged in three weeks. 

It was now noted that the radius was not growing; its 
styloid process was proximal to that of the ulna and there 
was already a degree of radial deviation of the hand. 

Dr. Downes invited suggestions for treatment designed 
to correct the radial deviation; it appeared that this would 
increase unless some measures were taken and as a result 
the utility of the hand would be very greatly impaired. 


Fracture of the Skull with Extra-Dural Hzemorrhage. 


A third patient exhibited by Dr. Downes was a boy who 
sustained a head injury by falling from a van a few hours 
before his admission to hospital. From the information 
given it had appeared that he had not at once become un- 
conscious, but after the accident had complained of head- 
ache. He had subsequently vomited and later had become 


very confused before lapsing into coma. 
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To clinical examination he had presented a hematoma 
in the left parietal region and paralysis of the right arm 
and leg. The plantar reflex on the right side had been 
extensor in nature. Cerebro-spinal fluid withdrawn by 
lumbar puncture had contained blood intimately mixed and 
had shown no tendency to become clearer in the latter 
portions withdrawn. 

It had been considered advisable to trephine and at the 
operation a linear fracture of the skull and a large extra- 
dural hemorrhage had been disclosed. Although about 
three hundred cubic centimetres of blood had been evacu- 
ated, there had seemed to be a general oozing with no focal 
point of hemorrhage. The middle meningeal artery, in- 
spected through almost its whole course, had shown no 
laceration. Irrigation with hot saline solution had been 
effective in stopping the oozing and the boy eventually 
had done very well. He had been discharged from hospital 
twelve days later. 

Dr. Downes commented on the degree of compression of 
the brain and its subsequent expansion and observed that 
the cerebral tissue had been devoid of pulsation at the 
time of operation. 


Perthes’s Disease. 


Mr. C. W. B. LitTLEgoHN introduced a discussion on 
Perthes’s disease or cozralgia frusti as described by Calvé 
and furnished an example in a boy aged five years. After 
three weeks’ observation in the out-patient department the 
child had been admitted to hospital on May 15, 1922, and 
at that time had complained of pain in the right hip joint. 
He had walked with a distinct limp and had held the thigh 
flexed, abducted and everted. Wasting of the muscles had 
not been conspicuous, but on close examination a slight 
degree had been apparent; the movements at the hip joint 
had been limited in the directions of abduction and internal 
rotation. No shortening had been apparent, although the 
limp had been pronounced. 

No reaction had been obtained with the von Pirquet 
cutaneous tuberculin test and a similar finding had been 
returned from the University Laboratory in respect to the 
Wassermann reaction in the blood serum. 

Mr. Littlejohn exhibited radiograms that were typical of 
the X-ray appearances of Perthes’s disease. They re- 
vealed flattening and a tendency to mushrooming in the 
capital epiphysis of the femur. 

A brief discussion regarding the etiology, diagnosis from 
tuberculosis, prognosis and treatment of cozalgia frusti 
was contributed by Mr. LittLEsonn, Mr. HAMILTON Rvs- 
SELL and Dr. F. Kinestey Norris. 


Cervical Adenitis. 


Dr. R. L. ForsytH presented for discussion as to treat- 
ment a boy of five and a half years who had been admitted 
to hospital on July 31, 1922, and who had then had a 
swelling in the right side of the neck for two months. 
According to the account given by the mother the swelling 
had varied in size from time to time. With the exception 
of an attack of measles two years previously the boy had 
always enjoyed good health. - 

Of five other children in the family four were apparently 
well, but in the fifth, who was at present under treatment 
in the out-patient department, the blood serum reacted 
positively to the Wassermann test. A similar finding had 
been recorded in the mother’s serum and she had received 
a measure of antisyphilitic treatment; at present she ex- 
hibited dactylitis and a glandular swelling in the neck. 
Her first two pregnancies had terminated in the birth of 
premature children, of whom one had died. The father was 
apparently in good health; his brother had died of pul- 
monary tuberculosis and his sister was at present an 
invalid from the same cause. It was to be noted that the 
boy had come a good deal into contact with his aunt. 

Dr. Forsyth pointed out that the boy appeared well 
developed and manifested no stigmata of congenital syph- 
ilis. Obvious glandular enlargement was present in the 
right supraclavicular region and in the posterior cervical 
triangle. The affected glands were discrete, non-tender and 
of fairly firm consistence; smaller glands were palpable in 
both axillez, both groins and in the epitrochlear region on 
both sides. 

As far as could be determined by radiographic examina- 


| 


| tion, there were no enlarged intrathoracic glands. 


The 


| tonsils were small and apparently healthy. 


Dr. Forsyth stated that no reaction had attended the 


subcutaneous or von Pirquet tuberculin tests, but when the 


blood had been sent for the Wassermann test on 
August 3 and August 7 a positive finding had been returned 
on both occasions. 

Dr. Graham had made an exhaustive examination of the 
blood, but had not detected any distinctive features.- 

The boy had been given 0.9 gramme of nov-arseno-billon 
by the deep subcutaneous method in three doses of 0.3, 0.4 
and 0.2 gramme at seven-day intervals. A smart systemic 
reaction had followed the second injection and a persistent 
and very irritable dermatitis had supervened on the third. 
During the course of arsenical injections the glands had 
seemed to diminish in size to a small extent. The adminis- 
tration of mercury and potassium iodide, which had been 
suspended during the injections, had been resumed on Sep- 
tember 2, but during the last two weeks the glands had un- 


_ mistakably increased in size. 


Suggestions were invited with respect to diagnosis and 
future treatment. 


Chronic Nephritis in Children. 
Three examples of chronic nephritis in children were 


| presented by Dr. J. W. Grieve on behalf of Dr. A. E. Row- 


DEN WHITE and Dr. H. HUME TURNBULL. 
The first, a boy aged five and a half years, had been ad- 


| mitted to hospital on July 15, 1922, when it had been ascer- 


tained that the edema he had then displayed had been 
present for three weeks and had been accompanied by loss 
of appetite, vomiting and a convulsion on one occasion. 
A history had been elicited of “influenza” three years and 
of scarlet fever three and a half years ago. The first attack 


| of swelling and puffiness had occurred when the child was 
| eighteen months old and during the last two years he 
, had been in the Children’s Hospital on several occasions 
| on account of anasarca and persistent albuminuria. 


Edebohls’s operation of decapsulation had been per- 


| formed on both kidneys, but no real benefit had resulted. 


On examination, free fluid in the abdomen had been de- 


| tected as part of a general anasarca. The tonsils had been 
| small and cryptic, several carious teeth had been present, 


but there had been no cervical adenitis. The systolic blood 


| pressure had been one hundred millimetres of mercury. 
| The daily quantity of urine had varied from six hundred 


to nine hundred cubic centimetres; its specific gravity was 
from 1,010 to 1,020 and leucocytes, red blood cells, 
hyaline and granular casts had been constantly present. 
The albumin content had average 0.1% by Esbach’s method 
of estimation. 

The optic discs were white and clearly defined, presenting 
the appearances of secondary optic atrophy. The result of 
the application of the Wassermann test to the blood serum 


| had been recorded as a “partial reaction.” 


The second patient, a boy aged nine years, had been ad- 


| mitted to hospital on July 27, 1922, having suffered severe 
| headache, constant vomiting and convulsions for forty- 


| eight hours. 


During the previous fortnight he had dis- 


| played unusual irritability and had complained frequently 


of headache. 
For three days after admission he had been extremely 


| irritable and had thrown himself about in such a manner 


as to necessitate continual watching. 
The cerebro-spinal fluid had been found to be under con- 


| siderable pressure, but lumbar puncture had had no effect 


in relieving the irritability, which had ultimately been 
allayed by the hypodermic injection of 0.03 mililgramme 
(one two-hundredth of a grain) of hyoscine. The systolic 
blood pressure had ranged from 160 to 200 millimetres of 
mercury and by auscultation the aortic second sound had 
been noted as distinctly accentuated. 

The urine had been acid in reaction and its specific 


| gravity 1,020; a few granular casts associated with bacil- 


| -luria had been detected on microscopical examination. The 


daily quantity had varied from nine hundred to twelve 
hundred cubic centimetres and a considerable amount of 
albumin had been constantly present. 

Ophthalmoscopic examination had revealed definite optic 
neuritis in the left eye and a small hemorrhage along 
the course of the upper temporal vein. 
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The blood serum had not yielded a reaction to the 
Wassermann test. 

Although the boy’s general condition had improved con- 
siderably since his admission, he seemed at the time of the | 
meeting to have reached a stage in which he remained 
stationary. 
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of the preparation and sale of foods and drugs was reached 


| by the Commonwealth and State Departments of Health. 


Certain general principles were accepted which will have 
the effect of removing many difficulties of administration. 


' Under certain conditions the standards for export may 


differ from the standards for home consumption of foods. 
The use of benzoic acid and benzoates was recognized as a 


The third instance was suppli irl, d nine, | : 
pplied by a girl, aged ni | measure of preserving foods in certain instances. The 


who had presented herself on June 18, 1922, with complaint 
of severe headaches and frequent vomiting for seven days. 
She was rather undersized, very pale, but not edematous. 
The tonsils had been submerged, but the left tonsillar 
group of lymphatic glands had been slightly enlarged. 

In the examination of the cardio-vascular system the 
systolic blood pressure had been recorded as 145 milli- 
metres of mercury and the aortic second sound had been 
decidedly accentuated. 

The urinary findings had been as follow: Total quantity, 
1,200 to 1,500 cubic centimetres daily; specific gravity, 
1,010; albumin present; microscopically, numerous red 
blood cells and leucocytes associated with granular hyaline 
and blood casts. 

Examination of the fundi had disclosed optic neuritis 
in both eyes, no exudate and a small hemorrhage lateral 
to the left macula. 

The blood serum had not reacted to the Wassermann 
test and the von Pirquet cutaneous test had also failed 
to produce a reaction. 

From the time of the girl’s admission until July 10 
there had been a steady rise in the blood pressure and the 
accentuation of the aortic second sound had become corre- 
spondingly more pronounced. Convulsions had supervened 
on the date mentioned and had been preceded by com- 
plaint of very severe headache; examination of the fundi 
at this stage had revealed retinal hemorrhages in both 
eyes and at the time of demonstration the child manifested 
the characteristic appearances of albuminuric retinitis. 

The last attack of headache and vomiting had occurred 
on September 9 at which time the urine had been bright 
red from the presence of a large quantity of blood. It was 
to be noted that enucleation of the tonsils had been per- 
formed on July 24, 1922. . 

Following the presentation of the nephritic children, 
Dr. Mark GAKDNER contributed some interesting remarks 
on the various phases of albuminuric retinitis. 


<= 
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Public Health. 


FOOD AND DRUG STANDARDS. 


A CONFERENCE of the executive medical officers of the 
Departments of Health of the Commonwealth and of the 
States was held in Sydney on September 6 and 7, 1922, 
at which the question of the adoption of uniform regula- 
tions and other matters connected with the foods and 
drugs standards were discussed. Prior to 1910 there had 
been instituted in the several States of Australia codes of 
standards for foods and drugs. In that year it was thought 
advisable to hold a conference for the purpose of obtaining 
some uniformity in these standards. An attempt was made 
at that conference to formulate a code which would be 
acceptable to all the States. This endeavour was» attended 
with partial success. With the development of trade pro- 
cesses and of new industries and with the accumulation of 
experience it was found in the succeeding years that the 
regulations required revision in many particulars. <A sec- 
ond conference was held in 1913 at which a complete and 
in many respects a more satisfactory code was adopted. 
At the conclusion of the conference it was the opinion of 
all present that a further conference should be held within 
a relatively short time. The occurrence of war, however, 
deferred further action. In the interval various new ele- 
ments in the protection of new trade processes, in the 
development of Australian industries and in the accumu- 
lation of technical experience rendered revision still more 
advisable. In these circumstances the third conference 
was convened by the Federal Government for September 
6 and 7, 1922. We learn that at this conference a consider- 
able degree of uniformity in the actual administration and 
local standards to be adopted for the purpose of the control 


metric system of weights and measures was accepted for 
use in nearly all circumstances in which weights and 
measures are prescribed. Acid phosphate of soda was 
recognized on account of its use as a substitute for cream 
of tartar and a standard for this substance was adopted. 


Infants’ Foods. 

The question of the standards for infants’ foods evoked 
considerable discussion. It was decided that the standard 
for the proportional composition of human milk of 1.5% 
of proteins, 3.5% of fats and 6.5% of sugars should not 
be altered, but that this arbitrary standard for the pro- 
portional composition of infants’ foods as an administra- 

| tive interpretation should be made more elaborate than 
| has hitherto been the case. The permissible variation from 
these figures has been 20% above or below. The con- 
ference agreed to admit a variation of 35% excess or 
deficiency. 

The use of boric acid in concentrated milk has been 
the subject of considerable discussion at the previous 
conferences. It has now been determined to recognize 
this and to permit the addition of 0.5% of boric acid for 
this purpose. 

The development of the production of glucose from maize 
and other grain led to the necessity of fixing a standard 
for glucose in the various forms in which it is prepared. 

The gradual development of control over the preparation 
and sale of milk for distribution and consumption in its 
fresh state impelled the conference to consider the advisa- 
bility of introducing a bacteriological standard for milk. 
It was, however, held that there were various adminis- 
trative measures which were more urgent and which were 
necessarily preparatory to a decision on this matter. It 
was decided that a sufficiently expansive service in investi- 
gation should be carried out in each State with the object 
of determining the advisability of establishing bacterio- 
logical standards for the purity of milk and the nature of 
| such standards. 

New standards were adopted in regard to medicated 
wines and tonic wines. The scheduled list of drugs the 
labelling of which is compulsory, was altered to corre- 
spond with the schedule prescribed under the Common- 
wealth Commerce Act. 












INDUSTRIAL HYGIENE. 





A FURTHER conference was held under the auspices of 
the Commonwealth Department of Health on the question 

| of the adoption of an agreement between the several 
| States on the essential principles involved in the control 
| of industries from the point of view of hygiene. At the 
time of the creation of tae Commonwealth Department of 
Health, one of the items of pressing importance in its 
reference was the application of the health laws to the 
various branches of industry. It will be remembered that 
the International Health Board of the Rockefeller Founda- 

| tion lent one of its experts in industrial hygiene, Dr. A. J. 
Lanza, to the Department, for a period of two years. The 
assistance rendered by Dr. Lanza could not be expected 
to be productive of permanent results unless there arose 
during his stay in Australia a public opinion and adminis- 
trative machinery in connexion with this subject. It was 
recognized that means should be provided for a system of 
compulsory inspection and supervision of that branch of 
hygiene which deals with the health of persons engaged 
in industrial occupations. At the close of the first year, 
during which much preparatory work has been accom- 

| plished, it was thought to be desirable to introduce this 
subject for discusssion by the several health authorities in 

| Australia. The Commonwealth Government therefore in- 
vited the State Governments to send official representa- 

| tives of their Departments of Health and of their Depart- 
ments of Labour to a conference. There were present the 
administrative heads of the Departments of Health of 








Novemeper 4, 1922. 





542 THE MEDICAL JOURNAL OF AUSTRALIA. 


each State, the Chief Inspectors of Factories of Victoria, 
New South Wales, Queensland and Tasmania, the Chief 
Railway Medical Officer of New South Wales and three 
representatives of the Commonwealth Department of 
Health, the Director-General and the two experts in indus- 
trial hygiene, Dr. A. J. Lanza and Dr. D. G. Robertson. 

After a very exhaustive discussion, during which it be- 
came apparent that there was complete agreement on the 
necessity for greater uniformity in practice than has 
hitherto been manifest, several resolutions were passed. 
These resolutions took the form of the general approval 
of measures for the improvement of the health of indus- 
trial workers. In the first place, there should be a medi- 
cal examination under legal control of every adolescent 
when he enters any branch of industry. Standardized 
records should be kept of such examinations. The mini- 
mum age for employment in factories should be enforced. 
It was decided that an inquiry should be instituted by the 
Commonwealth Department of Health into the results of 
the employment of women in industry, into the most advis- 
able hygienic standards to be adopted for the industries 
and industrial premises and into the question of the 
requisite qualifications for factery inspectors and the 
nature of the course of study for these qualifications. 
There should further be factory legislation in each of the 
States controlling dangerous occupations. All dangerous 
diseases should be notifiable to the health officers of the 
State. In view of the valuable results which have already 
been obtained by the employment by private employers 
of medical inspectors for their establishments, encourage- 
ment should be given to employers to maintain an efficient 
service of medical inspection. Finally, it was resolved that 
a further conference should be held at an early date to 
deal with these highly important matters. 





Dbituarp. 


STUART PATRICK CROOM. 





Tue news of the sudden death of Stuart Patrick Croom. 
which occurred on September 23, 1922, occasioned wide- 
spread regret within and beyond the medical profession 
in Melbourne. 

Stuart Patrick Croom was the son of the late John 
Croom, of “Gowrie House,” Warburton, formerly well 
known in mining circles. He was born at Warburton, 
Victoria, in 1874. 

His decision to study for the medical profession was 
deferred until he was of an age some years in advance of 
that at which the majority of medical students enter the 
University and was taken after he had served for some 
years as a teacher in the Education Department. During 
his course, which he completed in 1909, he was a resident 
student of Queen’s College, where he was prominent in 
the various social and recreative activities of college life. 

After graduation he entered into practice at Birchip, 
Victoria, but appreciating the advantages accruing on 
travel and post-graduate study, he took an early oppor- 
tunity of visiting Great Britain. He gained some experi- 
ence in Edinburgh with his uncle, Sir Halliday Croom, and 
was subsequently appointed house surgeon at the Leeds 
Infirmary, where he came under the tuition and influence 
of Sir Berkeley Moynihan. 

On his return to Australia in 1912 Stuart Patrick Croom 
commenced practice as a surgeon in Collins Street, Mel- 
bourne, and at the time of his death was conducting a busy 
surgical practice. His personality proclaimed a nervous 
temperament and, without depreciating him in any way, 
it may be said that he was not easy to know in the full 
sense of the term. To those who knew him intimately, he 
was a loyal friend and colleague. During his not very long 
professional career he embraced every opportunity of im- 
proving the quality of his work and for a time served 
the Melbourne Hospital as Honorary Surgeon to Out- 
Patients. 

He possessed an esthetic type of mind endowed with a 
keen perception of the artistic and the beautiful. 

Stuart Patrick Croom was married in 1916 to Miss Mary 
Stirling, an accomplished young lady whose untimely death 
in 1916 left him a widower. He leaves a young son of 
six years. 


| Correspondence. 


THE LATE ALEXANDER LEWERS. 





Sir: In your issue of to-day, in an appreciation of the 
late Dr. Alex. Lewers under my name, I regret that in 
the second last paragraph there is a misprint which gives 

| an unfavourable turn, if not a derogatory sense, to the 
context. The clause. “He had too much learning for his 
province” seems to imply an imputation of sciolism, which 
was never present to my mind. My actual words were: 
“He took much learning for his province”; an adaptation 
| of Bacon’s claim that he had taken all learning for his 
province. 
Yours, etc., 
FELIX MEYER. 
Collins Street, Melbourne, 
October 21, 1922. 





“ PULMO-BAILLY.” 





Sm: Some time ago sample bottles of a preparation 
called “Pulmo-Bailly” were sent to members of the pro- 
fession by a Parisian firm. I gave mine to a patient suf- 
fering from pulmonary tuberculosis in a very advanced 
stage. She felt a little better while taking it and is 
desperately anxious to get some more. The friends have 
| tried in every way—even interviewing the French consul— 

and failed to find a local firm from whom they can get 
| supplies. 

If any reader has his sample still by him and does not 
want it, I should like to secure it for my patient. It can- 
not do any harm and it will certainly bring her a certain 
amount of peace of mind. I shall be glad to hear from 
anyone having a bottle to spare. 


Yours, etc., 





J. Hoets. 
20 and 36, Glebe Road, Glebe, 


Sydney, October 21, 1922. 





DIATHERMY IN THE TREATMENT OF MALIGNANT 
GROWTHS. 





Str: Dr. Molesworth apparently will not forgive me 
because at Brisbane I commented unfavourably on the 
treatment of malignant growths by radio-therapy for over 
a long term of years. He is, I understand, not very con- 
versant with diathermy, so it is a pity that a man of his 
high standing should allow his strong prejudice against 
| it to sway his judgement. The mutilation caused by 
| diathermy that he emphasizes so often, may be suggested 
| by the cases that I published; but then he does not take 
| into account the previous mutilation by the malignant 
| growth. The wonderful scar resulting from diathermy 
| has been commented on by many surgeons and some 

radiologists. Two of the latter frequently refer their in- 
| tractable cases to me. 
| 





Dr. Wettenhall writes in a very different strain and 
he has seen and appreciated the results of diathermy and 
his letter is full of valuable suggestions. 

To recapitulate, an early rodent ulcer can be success- 
| fully treated by surgery, radiation or diathermy. Two 
| methods give immediate relief and one does not need an 
| anesthetic, but takes a long time. 

A rodent ulcer that has attacked periosteum, bone or 
| cartilage, has only two methods of cure—surgery or 

diathermy. 

The intermediate cases—those invading any tissue other 
than skin—may be cured by radiation, but in my experi- 
ence many are not cured and if radiologists limit radio- 
therapy to a trial lasting six months, no great harm 
would be done beyond a waste of time and money. 

It is quite true that I was a student in London, but I 
| have been practising nearly thirty years in Melbourne 
and for over twenty-nine have been connected with at-least 
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two hospitals at a time and for some time with three, 
though we may omit the Children’s for the present pur- 
pose. If Dr. Molesworth will allow early experience as a 
graduate to include student days, my statement is correct 
and is corroborated by more than one honorary at our 
large hospitals. 
Yours, etc., 
W. Kent HUGHEs. 
Melbourne, October 23, 1922. 





PUERPERAL INFECTION. 





Sir: I stated that ‘Manual removal of the placenta is 
the most dangerous of all obstetric operations.” Dr. 
Morton doubts the truth of this statement and ascribes 
danger to such a view. Will he kindly name any obstetric 
operation involving greater risk? He has proved both 
skilful and fortunate and I congratulate him upon his 
successful efforts. 

Arnold De Lea, the best authority I know on puerperal 
infection, states that: “The mortality after manual removal 
of the placenta is still very high, owing to direct inocula- 
tion of the placental site.” 

He quotes Rosenthal who, in 12,000 cases, found thirty- 
nine cases demanding manual removal of the placenta. 
The mortality was 13%; and Seelingham, who, during ten 
years, consecutive service, found that in 1,123 similar 
cases the mortality was 20.8%. Surely such appalling 
mortality should counse! caution. 

Practically all literature with which I am acquainted, 
endorses my view on this important matter. 

“Time element in uterine infection and the application 
of surgical war principles and practice to obstetrics.” 
The principles enunciated were: (i.) Excision of the 
wound before the multiplication of implanted organisms. 
(ii.) Immediate strong antiseptic sterilization. (#ii.) Pro- 
gressive sterilization (Carrel’s method). The first and 
third of these are in obstetric practice practically im- 
possible. The second proved inefficient. ; 

I quote Victor Bonney, than whom no more reliable 
authority exists. He applied these principles after his 
war service and thus expresses his opinion: “Puerperal 
sepsis is a variety of wound infection in the treatment 
of which both operative measures and the direct applica- 


‘tion of antiseptics have a very limited scope and our efforts 


to find some other way of efficiently attacking the organ- 
isms have been only partially, if at all, successful up to 
now. " The conclusion we reach, therefore, is that 
as matters stand to-day prevention is more to be relied 
on than cure.” 

I reiterate with confidence that, as a rule, puerperal 
sepsis is not associated with the retention of gross frag- 
ments of placental tissue in the uterus. 

Again I venture to quote Victor Bonney: “The point 
is that uterine sepsis, taking all cases into consideration, 
both those after labour and those after miscarriage, occurs 
quite as commonly with a completely, as with an incom- 
pletely, emptied organ.” 

This view I entirely endorse. Upon the erroneous view 
that puerperal sepsis is a condition usually dependent 
upon the presence of retained placental products has 
naturally been based the equally erroneous ideas of the 
clinical value of exploration and douching. 

If the organisms causing symptoms were so located in 
easily removable tissues and structures, the problems of 
curative treatment would be tremendously simplified and 
Dr. Morton’s views would be sound. 

Unfortunately, almost from the incidence of infection 
the organisms are situated in the uterine walls and very 
early reach the veins and lymphatics and beyond them. 

“Slight infection contra-indicates early movement, with 
elevation of the head and shoulders.” 

Dr. Morton regards such advice as bad counsel. 

With regard to drainage, I entirely endorse my col- 
league’s contention; with regard to movement, I do not. 

All thromboses in the sinuses and veins are septic. 
Their end fragments are soft and easily separated. Sud- 
den detachment may set free.a septic embolus with fatal 
result. Further, it is well known that all thrombo-phle- 
bitic processes are aggravated by movement. The occur- 


| 


| 


rence of rigors after movement or manipulation in these 
cases conclusively proves this fact. 

Dr. Morton’s contention that “We must not expect too 
much from asepsis in midwifery” compels challenge. 

Personally, I believe it to be our only real line of safety. 
Further, I though it the universal view in modern 
obstetrics. 

Nor can I follow his reasoning therewith. Because 
asepsis is “practically unattainable,” it is none the less 
desirable. 

The wondrous results obtained in the Royal Hospital 
for Women in cases where pre-maternity observation and 
preparation are obtainable clearly proves that it is well 
nigh, obtainable. 

If my paper and Dr. Morton’s critical commentary will 
induce each practitioner to aim. towards aseptic ideals 
and avoidance of ‘“‘meddlesome midwifery,” I am confident 
that improved results will rapidly accrue. 

Yours, etc., 
WILLIAM T. CHENHALL. 

Macquarie Street, Sydney, 

October 24, 1922. 





A KNOT IN THE UMBILICAL CORD. 





Sir: After having been in practice for forty years I met 
with the above mentioned condition for the first time and 
think it worth recording. ‘ 

When the infant’s head and neck were born, the cord 
was twice round the neck and dragging on the placenta. 
Quickly I placed two ligatures and divided the cord be- 
tween them. The child was dead, although well developed. 
On examining the placental portion of the cord I found a 
distinct knot. This foetus had indeed been practising “loop- 
ing the loop.” 

Yours, etc., 
A. G. E. NAYLor. 

Loch, Victoria, 

October 20, 1922. 


——SS ——o_ 


JOroceedings of the Australian MWDedical 


NEW SOUTH WALES. 





THE following have been registered under the provisions 
of the Medical Act, 1912 and 1915, as duly qualified medical 
practitioners: 


Binns, JOHN CLYDE, M.B., Ch.M., 1922 (Univ. Sydney), 
“Cressex,” Shirley Road, Wollstonecraft. 

BLANCHARD, Davip Francis, L.R.C.P. (Edin.), 1894; 
L.R.C.S. (Edin.), 1894; L.F.P.S. (Glasg.), 1894, 
203, Macquarie Street, Sydney. 

Bray, Maset IRENE Cousan, M.B., Ch.M., 1922 (Univ. 
Sydney), “Inverway,” 5, Magney Street, Woollahra. 

CALLEN, AUSTIN ARTHUR, M.B., Ch.M., 1922 (Univ. Syd- 
ney), “Salopia,’” Stockton. 

CoomBE, CHARLES WALTER, M.B., Ch.M., 1922 (Univ. 
Sydney), “Alberto,” Denver Road, Five Dock. 
CornEk, LANCELOT STEWART, M.B., Ch.M., 1922 (Univ. 

Sydney), ‘Rothesay,’ Middle Head Road, Mosman. 
Crossin, Davin JosePpH, M.B., Ch.M., 1922 (Univ. Syd- 
ney), 567, Bourke Street, Moore Park. 
Davis, Harry LYELL Evperton, M.B., Bac. Surg., 1922 
(Univ. Melbourne), 23, Spofforth Street, Cremorne. 
FLYNN, THOMAS JOSEPH, M.B., Ch.M., 1922 (Univ. Syd- 
ney), Limestone Street, Ipswich, Queensland. 
GEEVES, RICHARD CUTHBERT, M.B., Ch.M., 1922 (Univ. 
Sydney), St. Andrew’s College, Newtown. 
HamMitton, Ettice Etre Perepen, M.B., Ch.M., 1922 
(Univ. Sydney), 86, Addison Road, Marrickville. 
HarsBison, JOHN KENNETH, M.B., Ch.M., 1922 (Univ. 
Sydney), High Street, West Maitland. 
Horr, Este Joan, M.B., 1922 (Univ. Sydney), “Lynn- 
burn,” Holborrow Street, Croydon. 
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Hucues, THomas Dixon, M.B., Ch.M., 1922 (Univ. Syd- 
ney), “Del Monte,” Newport. 

Hynpes, KATHERINE, M.B., 1922 (Univ. Sydney), “Cop- 
telin,” Marrickville Road, Marrickville. 

Kerman, JOHN BERNARD, M.B., Bac. Surg., 1922 (Univ. 
Melbourne), “Ranelagh,” Darling Point, Sydney. 

Locke, Kerry Morcan, M.B., 1922 (Univ. Sydney), 69, 
Boyce Street, Glebe Point, 

Mackay, Eric Eccres, M.B., Bac. Surg., 1920 (Univ. 
Melbourne), Broken Hill Hospital, Broken Hill. 

McConneEt, Sarau VicTori4, M.B., 1922 (Univ. Sydney), 
Marshland, Wondai, Queensland. 
McCreniz, Haro.pD ANDREW, M.B., Ch.M., 1922 (Univ. 
Sydney), “Leicester,” Point Road, Woolwich. 
Rew, James Scott, M.B., Ch.M., 1922 (Univ. Sydney), 
“Blair-logie,” Newtown Road, Hobart, Tasmania. 

Ryan, Francis Patrick, M.B., Ch.M., 1922 (Univ. Syd- 
ney), “Araluen,” Esk Street, Lithgow. 

Ryan, James REDMOND, M.B., Ch.M., 1922 (Univ. Syd- 
ney), “Araluen,” Esk Street, Lithgow. 

Saunvers, IpA BLANCHE, M.B., Ch.M., 1922 (Univ. Syd- 
ney), 99, Woniora Road, Hurstville. 

ScHMIDLIN, FRANK, M.B., Ch.M., 1922 (Univ. Sydney), 
39, Phillip Street, Sydney. 

TAHMINDJIS, GEORGE, M.B., Ch.M., 1922 (Univ. Sydney), 
15, Irving Street, Sydney. 

Taytor, JAMES Patrick, M.B., Ch.M., 1922 (Univ. Syd- 
ney), Cooma Street, Yass. 

WaALkKer-SMITH, ANGUS BUCHANAN, M.B., Ch.M., 1922 
(Univ. Sydney), “Alawah,” Tower Street, Manly. 

West, Henry Jesse, M.B., Ch.M., 1922 (Univ. Sydney), 
“Blouera,” Springdale Road, Killara. 

WHITFELD, RALPH ALISTER, M.B., Ch.M., 1922 (Univ. 
Sydney), Bathurst Street, Woollahra. 


Books Received. 


ESSENTIALS OF ZOOLOGY FOR STUDENTS OF MEDICINE 
AND FIRST YEAR STUDENTS OF SCIENCE, by Alex- 
ander Meek, D.Sc.; 1922. London: Longmans, Green 
Company; Demy 8vo., pp. xii. + 325, with 145 illustrations. 
Price: 10s. 6d. net. 





Wedical Appointments. 





Dr. J. B. Lewis and Dr. J. J. O’Grapy (B.M.A.) have 
been appointed Honorary Clinical Assistants of the Oph- 
thalmic Department of the Adelaide Hospital, South 


Australia. 
s * * 


Dr. K. J. G. Witson has been appointed Resident Medical 

Officer at the Brisbane Hospital, Queensland. 
7 * a * 

ApprovaL has been gazetted of the appointment of Dkr. 
F. L. Urser (B.M.A.) as an “Appointed Member” of the 
Licensing Court for the Licensing District of Cooma, 
New South Wales. 

s os * 

Dr. H. M. Benson (B.M.A.) has been appointed District 

Medical Officer and Public Vaccinator at Greenbushes, 


Western Australia. 
= * * 


Dr. W. H. Lone (B.M.A.) has been appointed Govern- 
ment Medical Officer at Ardlethan, New South Wales. 


dietaiaiiinnaaaes:. 
Medical Appointments Vacant, ete. 


For announcements of medical appointments vacant, assist- 
ants, locum tententes sought, etc., see “Advertiser,” page xviii.. 


Hospitat. FoR SicK CHILDREN, BrisBANE: Honorary Physi- 
cian to Out-Patients and Honorary Assistant to the 
Ear, Nose and Throat Surgeon. 

RicuMoxp Distetct HospiTat, NoRTH QUEENSLAND: Medical 
Officer. 





| 
| 
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Wedical Appointments: Important Motice, 


Mepicau practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical Association, 429, Strand, London, W.C., 





BRANCH. APPOINTMENTS. 





Australian Natives’ Association 
Ashfield and District Friendly Societies’ 


Dispensary 
Balmain United Friendly Societies’ Dis- 


pensary 

Friendly Societies Lodges at Casino 

Leichhardt and Petersham Dispensary 

Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney 

Marrickville United Friendly Societies’ 
Dispensary 

North Sydney United Friendly Societies 

People’s Prudential Benefit Society 

Phenix Mutual Provident Society 


New SouTtH WALES: 
Honorary Secretary, 
30 - 34, Elizabeth 
Street, Sydney 





All Institutes or Medical Dispensaries 
Australian Prudential Association Pro- 


Victoria : Honorary prietary, Limited 


Secretary, Medical | yanbhester Unity Ind 
Society Hall, East anchester Unity Independent Order of 
Melbourne Oddfellows 


-Mutual National Provident Club 
National Provident Association 





QUEENSLAND: Hon- 





orary Secretary, | Brisbane United Friendly Society Insti- 
.M.A. Building, ute 
Adelaide Street, | Stannary Hills Hospital 
Brisbane 
SoutH AvuSTRALIA: | Contract Practice Appointments at Ren- 
Honorary Secretary, mark , _ 
12, North Terrace, | Contract Practice Appointments in South 
Australia 


Adelaide 





WESTERN AUS- 


Teooeiury, —— All Contract Practice Appointments in 
George's "rerrace, Western Australia 
e 





NEW ZBALAND 
(WELLINGTON Drvi- 








SION) : Honora’ Friendly Society Lodges, Wellington, 
Secretary, Welling New Zealand 
ton 

Diarp for the Wonth. 

Nov. 5.—Victorian Branch, B.M.A.: Council Nomination 
Paper Issued. 

Nov. _8.—Western Australian Branch, B.M.A.: Council. 
Nov. 10.—New South Wales Branch, B.M.A.: Clinical Meeting. 
Nov. 10.—Queensland Branch, B.M.A.: Council. 
Nov. 10.—South Australian Branch, B.M.A.: Council, 
Nov. 14.—New South Wales Branch, B.M.A.: Ethics Committee. 
Nov. 15.—Victorian Branch, B.M.A., and Melbourne Pediatric 


Society :. Joint Meeting. 

15.—Western Australian Branch, B.M.A.: Branch. 
16.—Victorian Branch, B.M.A.: Council; Nomination of 
16.—North Basterh Medics! Associati 

-—North- ern Medica sociation, New South Wales. 
15.—Victorian Branch, B.M.A.: Branch. = 
. 21.—New South Wales Branch, B.M.A.: Executive and 

Finance Committee. 


Nov. 21.—Illawarra Suburbs Medical Association, New South 
ales: Annual Mooting. 

Nov. 23.—Brisbane Hospital for Sick Children: Clinical Meeting. 

Nov. 24.—New South Wales Branch, B.M.A.: Branch. 


24.—Queensland Branch, B.M.A.: Council. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE MEDI- 
CAL JOURNAL OF AUSTRALIA alone, unless the contrary be stated. 

All_communications should be to “The Editor,” 
THE ICAL JOURNAL OF AUSTRALIA, B.M.A. Building, 30-34, 
Elizabeth Street, Sydney. (Telephone: B. 4635.) 

SuBscrIPTION RatTEs.—Medical students and others not re- 
ceiving THE MpDICAL JOURNAL OF AUSTRALIA in virtue of mem- 
bership of the Branches of the British Medical Association in the 
Commonwealth can become subscribers to the journal by a - 
ing to the Manager or through the usual agents and book-sellers. 
Subscriptions can commence at the beginning of any quarter and 
are renewable on December 31. The rates are £2 for Australia 
and £2 5s. abroad per annum payable in advance. 
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